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ASPIRATION OF THE JOINTS. 


ITS VALUE AS A THERAPEUTIC 


PROCEDURE IN SEPTIC JOINTS OF LOW VIRULENCY* 
BY ROBERT C. LONERGAN, M.D. 


Durine recent years it has been interesting 
to note the great number of patients, usually 
children, who have attended the various out- 
patient services for the early treatment of joint 


affections. Surgeons, primarily interested in 


bone and joint conditions, have deprecated for 
years the unfortunate results, so far as fune- 
tion was eoneerned, and, not uncommonly, 
life itself, beeause the need for careful study 
and diagnosis was not sufficiently recognized 
The subsequent mortality, which occasionally 
ensued, was probably not as sharply defined in 
their minds as the deformities, malfunction, 
dislocations, limited motion, and fibrous and 
bony ankylosis of joints, which required relief; 
and the question was inevitable: ‘‘How much 
funetion could have been saved if the diagnosis 
had been made early, and careful, efficient 
treatment had been instituted ?”’ 

A certain group of eases, which ineludes mild 
joint effusions, the result of slight traume, and 
those which possibly may be called mild toxie 
arthritides, and, seemingly, often due to intes- 
‘inal stasis, may frequently subside vithout 
treatment, though yielding more readily to the 
simple methods of non-weight bearing, physio- 
‘verapy and intestinal lavage. 

Among the latter there are, however, a group 
which fail to yield. The signs continue, though 
symptoms may be few in number. These latter 
thay be recognized as of a definitely chronic na- 
‘ure, and elinieal experience has shown the 
ne for greatest skill and the necessity for re- 
‘hn. laboratory aids in making a diagnosis. 
ps, most essential, is the establishment of 
agnosis of early tuberculosis or its proved 
sion, 

the study of chronie joint conditions often 
sents great difficulty in diagnosis. They not 

require close observation over a long 
od of time, but often must be admitted to 
» \ospital to seeure the advantage of laboratory 

“cedure. In many instances it is necessary 

verform a biopsy to clear the diagnosis and 
».ve the road for intelligent therapy. 


the Orthopaedic Service of the Children’s Hospital, 


The fulminating onset of the pyogenic af- 
feetions of joints has differentiated this type 
from those mentioned, and yet the laxity in in- 
stituting immediate treatment has resulted in 
the greatest loss, primarily in function, not in- 
frequently in life. Occasionally the diagnosis 
has been somewhat obscured when an acute os- 
teomyelitis has caused an effusion and, in some 
cases, an extension into the neighboring joint. 
Roentgenograms do not aid, since 10 to 12 days 
elapse before there are discernible changes in 
the long bones and, in either case, the joint 
shows little except a density in the soft tissues. 
Clinieal examinations and history must, there- 
fore, provide the most reliable criteria. Osteo- 
myelitis will usually show definite points of ten- 
derness in the long bones, while careful manipu- 
lations disclose freedom and painless point mo- 
tion. On the other hand, the pyogenic affec- 
tion of the joint will not permit motion with- 
out marked pain and, more often, of the two 
conditions the patient with the joint shows 
severer evidence of general prostration. 

It seems obvious in the frank joint cases that 
incision, thorough joint lavage and drainage be 
practiced, if possible, in the early stage before 
the serous effusion becomes purulent. 

We have encountered several cases, however, 
in which the onset was not marked by high 
fever and extreme prostration, yet the picture 
was sufficiently well defined and the diagnosis 
of a pyogenic synovitis was apparent. These 
might be termed sub-aeute infective synovitis, 
though it is believed that the term ‘‘septie arth- 
ritis of low virulency’’ would describe the con- 
dition with more accuracy. It is with this type 
that the paper attempts to deal. The history 
in many cases includes trauma with subsequent 
slight swelling and tenderness, followed in a 
day or two by definite increase in tenderness, 
swelling and pain on motion. In the sub-acute 
variety, as contrasted with the frankly fulmin- 
ating synovitis, there is less pain, less disten- 
sion, and the joint may often be moved without 
causing great discomfort. The fever is slight. 
The child shows varying degrees of a gener- 
alized reaetion, but in nearly all cases, there is 
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sufficient absorption of toxins to call forth some 
degree of general body response; ie., a high 
leucocytie count. 

Physical examination discloses a rather sick, 
listless child, protecting a joint that is flexed. 
swollen and tender. There is slight fever, some 
increase in local heat, and the child cries if at- 
temps are made to change the position. Ten- 
derness on palpation is confined to the joint, 
and, in a few instances, small hyperaemic areas 
may be seen over the surface. Considerable 
thickening of the soft tissues is present and the 
roentgenogram, as previously stated, rarely dis- 
closes any further pathology. 

In the several cases presented, though there 
was a slight temperature elevation and definite 
leucocytosis, none of the children appeared suf- 
ficiently prostrated, nor was the local pathology 
so advanced as to warrant immediate operative 
intervention. 

With the children under light gas anesthesia 
the joints were aspirated. The aspirated fluids 
were thin and cloudy. At the end of each with- 
drawal a sero-fibrinous exudate was noted. The 
question of repeating the aspiration at a later 
time was considered, but not found necessary. 
Following the operation the patients were put 
to bed and, in some instances, hot flaxseed poul- 
tices were applied continuously—in the others 
Bier’s passive hyperaemia used from 18 to 20 
out of 24 hours, but the joints were not immob- 
ilized 


Convalescence proceeded gradually, tempera- 
ture returning to normal, and painless joint 
motion, active and passive, appeared with as- 
tonishing rapidity. The general comfort and 
relief from pain improved from day to day. 
Active motion was encouraged for limited per- 
iods of time every day—both to preclude mus- 
cle atrophy and to prevent joint adhesions. 
Upon discharge an elbow joint appeared per- 
feetly normal, while in the two knee-joint cases, 
motion was normal and painless, but there re- 
mained slight soft tissue thickening about the 
joints. The two latter cases were sent to a con- 
valescent home for a period of a month, for ob- 
servation and to limit weight-bearing. We 
would emphasize the importance of having these 
cases under closest observation after aspiration. 
It must always be doubtful as to whether this 
simple procedure be sufficient to bring about 
recovery by relieving tension and increasing 
the joint resistance to the infection. One must 
ou be prepared for more radical methods of 

in 


age. 

The aspirated fluid was examined as to its 
microscopical content and by direct smear. The 
fluid was also cultured in blood agar plate, nu- 
trient broth, and Loeffler’s blood serum agar, 
and guinea pig inoculations made. All showed 
the presence of numerous polymorphonuclear 
leucocytes and the direct smears were negative. 
Culture in one case showed a growth of undif- 


ferentiated gram positive cocci after 48 hours 
—whereas, in another there were a few colonies 
of staphylococci, probably a contamination. 
The third culture was negative. 

The three cases had negative intra-dermal 
tuberculin reactions and the guinea pigs have 
thrived and gained weight after inoculation— 
presumptive evidence that none of the infec- 
tions were tuberculous in nature. 


COMMENT 


1. The necessity for recognition and early 
diagnosis of joint affections is paramount. 

2. Differentiation of low grade septic joints 
is clinically practical and essential. 

3. Aspiration of the joint under strict asep- 
sis will often control the process. This pro- 
cedure may be repeated if necessary. 

4. Simple measures such as Bier’s hyperae- 
mic, poulticing and the use of hot compresses 
seem to aid in the convalescence. 

5. Such cases may often be saved arthroto- 
my, and the possible risk of an open operation 
avoided if they are aspirated and then care- 
fully watched. 


These cases are reported from the Orthopedic 
Service of the Children’s Hospital, Boston, Mass. 


Case I. M.C. <Aet. 9-10/12. 

Family history negative except for cancer on pater. 
nal side. 

The child had customary exanthemata with un 
eventful recovery. History revealed that she fell 
down September 29, sustaining an injury to the right 
arm. The next day there was complaint of pain in 
the elbow on motion, which grew worse during the 
day, and by evening the joint was swollen and ten- 
der. A miserable night ensued and after visiting 
the family doctor the next morning, October 1, the 
case was referred to the C. H. There was no his- 
tory of previous joint affections, but the mother 
states that the patient’s appetite and general condi- 
tion had been poor for the past two weeks. 

Physical examination disclosed a well-developed 
and nourished child, with drawn face and tired ex- 
pression. Head was negative, though the throat 
showed red, injected tonsils and the teeth were in 
poor condition. The gastro-intestinal and cardio- 
respiratory systems were negative. The lower ex- 
tremities appeared normal. Knee kicks were slightly 
hyperactive. The left upper extremity seemed nor- 
mal. The right elbow was held in 75° flexion and 
full pronation. The joint was moderately swollen 
and a small red area about the size of a dime ap- 
peared over the head of the radius. The skin felt 
hot to touch and was increased in contrast to the 
left elbow. The child resented attempts at examina- 
tion. There was diffuse thickening of soft tissue 
structure about the joint, and marked tenderness on 
pressure over the head of the radius, as well as 
general tenderness anteriorly. Active motion was 
restricted by pain, and the slightest passive motion 
caused pain. A few small, tender axillary glands 
were palpable. Temp. R. 101.8. 

Admitting diagnosis: Acute elbow—right. 

X-ray negative. W. B. C. 21,400. Urine negative. 

Operation: Gas anesthesia. Aspiration. Two c.c. 
of thin, cloudy, yellow fluid withdrawn. Microscopic 
examination showed numefous polymorphonuclear 
leucocytes. Direct smear negative for organisms. 
Cultures made. Guinea pig inoculations. 

Course: The patient was placed in bed and hot 
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compresses applied continuously. The next’ day, 
October 2, temperature and leucocyte count had 
fallen and the patient was more comfortable. Octo 
ber 3. Bier’s passive hyperaemia applied, and dis- 
continued the next day because of the increased 
gwelling and oedema about the joint. On October 5, 
Bier’s hyperaemia again applied for 18 hours out of 


CLINICAL CHART 
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24. The patient seemed more comfortable with it, 
and painless active motion began to appear. This 
treatment was followed for several days, then dis- 
continued. By October 13 the patient had a wide 
range of active painless motion, the swelling and ten- 
derness had disappeared, and most of the thicken- 
ing about the joint had left. Discharged in sling 
October 15, after being in the hospital for 15 days, 
with normal joint motion. 
Laboratory data: 


W. B. C. Oct. : 21,400 


11,600 
9,100 
8,200 


Urine—consistently negative. 

Wassermann negative. Throat cultures negative. 
Tuberculin intradermal 1-1000 negative. No organ- 
isms on smear. No growth on culture from aspi- 
a fluid. Guinea pig—Alive and well one month 

ter. 


Case Il W. McG. Aet. 8-2/12. 

The family history was unimportant. Past his- 
tory involved uncomplicated exanthemata. On Octo- 
ber 12 the child woke up in the morning complaining 
of pain in the left knee, which appeared swollen and 
hot. He was treated with ointment by family physi- 
cian. The condition improved somewhat, but at the 
end of two weeks seemed worse. Then child was 
brought to C. H. ‘There had been no weight-bearing 
since onset. There was no history of injury. 

Physical examination, October 30, showed a poorly 
devcloped and nourished boy, who held the left knee 
fleved, but was not in marked distress. Head and 
throat were negative, as were the cardio-respiratory 
and castro-intestinal tracts. The upper extremities 
alu right leg were not abnormal. The child seemed 
apathetic. Local examination disclosed a flexion 
(iciormity of 25° in left knee. There was consider- 
aoc swelling, and the knee joint looked tense. There 
Was no redness, but the joint showed some increase 
in local heat. No points of tenderness, but slight gen- 
eral tenderness was apparent on palpation. The 
'cd in the joint was increased and definite peri- 
a:"‘cular swelling was palpable. The knee could be 
i cd to right angles and brought to within 15° of 
'\.' extension by gentle manipulation. However, any 
tc ‘her motion caused severe pain. 

he left thigh and calf showed %” atrophy, where- 
«* the Knee measured 1” increase over the right in 


ture was 102° F. Leucocyte count 8,200. X-ray 
showed moderate soft tissue swelling. ta 
Admitting diagnosis: Acute knee, left. 

Operation: Gas anesthesia—October 31. Aspira- 
tion of knee; 17 c.c. of thin, cloudy fluid withdrawn. 
The last few c.c. was sero-fibrinous.. Microscopic 
examination showed numerous polymorphonuclear 
leucocytes. No bacteria on smear. Cultures made. 
Guinea pig inoculation. 

The child was put to bed and hot flaxseed poul- 
tices continuously applied. It was noticed on the 
next day, November 1, that the temperature was not 
as high, leucocyte count had dropped, and the knee 
was not tender. A slight amount of fluid had re- 
appeareu in joint. On the 3rd, temperature and 
pulse were down and there was considerable local 
improvement. Poultices were discontinued on the 
5th, when the knee could be flexed to 60° from com- 
plete extension. Hyperextension at this time caused ~ 
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pain. Convalescence continued uneventfully, until 
November 12 a complete range of motion had ap- 
peared. There was no pain, but there was still some 
soft tissue thickening about the joint. At the time 
of discharge child was walking, with a slight limp 
on the left side. 

Laboratory data: 


W. B.C. 10/30/25 8,200 
10/31 


18,000 
11/1 8,800 
11/2 18,000 
11/3 9,000 


Tuberculin 1,1000-1,500—negative. Urine negative. 
Cultures showed undifferentiated gram postive cocci. 
Guinea pig alive and well one month later. 


Case III. B. P. Aet. 2 years. 

Family history and past history unessential. On 
October 18 the child fell over a wood-pile, injuring 
right knee. She seemed unable to walk or move leg 
without pain, so was brought to the out-patient clin- 
ic, and sent out with the joint protected by a pos- 
terior wire splint. On October 23 child returned 
with a painful, swollen knee and was admitted to 
the house. 

Physical examination at that time presented a sick 
looking child, with fever and a flexed, swollen knee. 
Head and throat appeared to be negative. Cardio- 
respiratory and gastro-intestinal tracts negative. 
Extremities, with the exception of right lower, 
showed nothing of importance. The right knee was 
flexed at 30° and supported by left. The joint was 
swollen and the skin was diffusely hot. There was 
marked thickening of the joint and considerable ex- 
cess of fluid present. Motions were quite painful, 
but the leg could be passively moved with gentle- 
ness to within 15° of full extension. Full flexion 
not obtainable. Reflexes present. There was %” 


ciucumference. At time of admission the tempera- 


atrophy above knee, about 14” in calf, and the right 
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knee measured 4” more than the left. Temperature 
100.4. W. B. C. 12,200. Urine negative. X-ray nega- 
tive, except for soft tissue swelling. 


CLINICAL CHART 
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Operation, October 23. Gas anesthesia. Aspira- 
tion of 12 c.c. of yellow, cloudy fluid, sero-fibrinous 
towards the last. Direct smear did not reveal or- 


ganisms, but there were numerous polymorphonu- 
clear leucocytes. When the child was in bed Bier’s 
hyperaemia was applied. The next day the tempera- 
ture rose to 101.8; W. B. C. 28,000; and the knee 
showed little change. On the third day temperature 
and W. B. C. were still high, but the child showed 
improvement both generally and locally. Bier’s 
hyperaemia was continued for about 18 out of the 
24 hours, until October 29. At this time painless 
active motion was present, the knee showed less 
thickening and was not so sensitive. By November ° 
the temperature was about normal. Active painless 
motion continued. The knee was still slightly 
swollen. 

November 18—Full range of motion, no tender- 
ness, but slight residual soft tissue thickening. Dis- 
charged to convalescent home. 

Laboratory data: 

W.B.C. Oct.23 12,200 Tuberculin 1-1,000 negative. 
“ 24 28,000 Tuberculin 1-500 negative. 
“ 25 20,000 No growth on culture. 
“ 26 7,100 Plate showed colonies of 
“ 27 9,400 staphylococci — probably 
a contamination. 

Guinea pig active and well at the end of a month, 

though the record of weight unfortunately was lost. 


A CASE OF SARCOMATOSIS OF THE SKIN 


BY JOSEPH K. NARAT, M.D. 


Tue subject of primary multiple sarcoma of 
the skin and its relation to other morbid condi- 
tions has been but little studied and is in such 


a confused and unsatisfactory condition that 
the publication of the follewing case seems to 
be justified, so much more that it presents some 
unusual features. 


REPORT OF CASE 


Mr. H. E., aged 55, barber, came to my office with 
complaints of shortness of breath, cough and pain 
in abdomen. 

His father died of cancer of the stomach, his mother, 
wife and one child are living and well. Except in- 
fluenza, gonorrhoea, and eczema of both hands, the 
patient never had had any ailments. He abuses alco- 
hol but does not smoke. Six years ago he noticed a 
small nodule on his right forearm and a few days 
later he accidentally discovered few more nodules on 
his chest and in the right submaxillary region. Grad- 
ually more and more tumors not exceeding the size 
of a pea appeared in various regions of the body, in- 
cluding scalp, trunk, and extremities. About one 
year ago a more rapid dissemination of similar nod- 
ules took place, some new tumors having been dis- 
covered by the patient every few days. Few of them 
were causing pain, particularly those on the scalp; 
the rest being source of but a slight discomfort. At 
the same time the patient began coughing and having 
some dull pain in abdomen; the cough was of a dry, 
hacking type and the pain independent from meals. 
Gradually the man began losing weight and strength, 
but his appetite till present time remains excellent. 
The physical examination revealed a poorly nour 
ished, evidently emaciated man with a typical cachec- 
tic appearance. Approximately seventy nodules wer> 
irregularly scattered all over the body; one hai a 
peculiar location—in the right external ear. The 
tumors were the size of a pea, oval or round shaped, 
of firm consistency, movable under the skin and 
slightly tender to the touch. 

Three nodules, all on the scalp, were size of 
cherry (approximately 2.5x1.8 em. in diameter); 
their consistency was rather soft; they were causin: 
severe spontaneous pain; the overlying skin was of 
pinkish color, smooth, glistening and very thin, due 
to the pressure of the tumors. One similar nodule 
Was surrounding the lower border of the right ear 
and causing paralysis of the right side of the face. 

The examination of the chest revealed a heart of 


normal size; the sounds were of fair quality; there 
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were po murmurs. Percussion of the lungs disclosed 
a relative dulness in the left scapular region. Aus- 
cul ation revealed subcrepitant rales over both lungs 
equally; in the areaof dullness there was a weak res- 
piratory murmur, an increased vocal resonance and 
erep ant rhonehi. Nearly the whole abdomen was 


pressure was: Systolic 110, diastolic 83. The urine 
contained neither albumen nor sugar. 

The Roentgenogram of chest revealed a normal 
heart but considerable pathological changes in the 
lungs. There was a diffuse increase in density at 
the base of the right lung; adjoining the left auricle 


‘pled by the liver extending to the left mamillary 


' « and downwards to a horizontal line 5 cm. above 
Multiple tumors size of an egg 


symphysis. 
\.. )roxXimately 4.0 x 6.0 em. in diameter) could easily 


through the skin all over the abdomen. 
» cnlargement of regional lymphatic glands could 


_istected anywhere in the body. 
© Wassermann test was negative. 


~outtt. Coagulation time: 2 min., 4 sec. 


The patient 
_ a slight secondary anemia and a normal white 
The blood 


, there was a shadow about 5 cm. in diameter, with 
irregular outlines and varying density; both lungs, 
especially the left one, had a mottled appearance; 
grayish spots, 4-% cm. in diameter, with sharp mar- 
gins apparently independent of the bronchial mark- 
ings, were scattered over both lungs; however, the 
apices were not involved. 

The fiuoroscopic examination of the gastrointesti- 
nal tract revealed a tenderness on deep palpation 
over the duodenum. The stomach was vertical, 
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J-shaped and filled readily with barium; it was 
located in the extreme left part of upper abdomen; 
the size and tonus were normal; good peristaltic 
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ics or on reéxamination. The duodenum presen 
no pathvlogy; the stomach was empty at the six 
hours observation. 


waves were visible. By palpatory maneuvers the 
stomach could be lifted up and shifted to left side 
but not to the right. The distal half of the stomach 


including the pyloric part showed evidence of defects 
due to extrinsic organic lesions. The contour of the 
larger -urvature of this region was broken by three 
broad semicircular indentations; evidently the tu- 
mors in the liver were producing these extensive 
filling defects by compressing the stomach. These 
marked deformities were persistent, constant in situ- 
ation and unvarying in aspect; they were showing 
no change in location or appearance after palpatory 


manipulations, after administration of anti-spasmod- 


One of the small nodules on the chest has been 


excised for histological examination. The patient 
insisted upon removal of three larger nodules on thea 


scalp on account of severe pain they were causing. 
Besides these specimens a small particle of tissue 
expelled by coughing was examined microscopically. 
The examination of all these specimens gave un 
form results. 


HtsTo.ocicaL Report (Dr. H. Jaffé, Grant Hospital, 
Chicago): 


Tumor of Skin: The node examined measures 22 
mm. in diameter. It is spherical, well circumscribed 
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ond covered by skin. The skin is from % to 1 mm * ot 
thick and normal apart of a flattening of the papil- very characteristic for neurofibromas. Nerve 


lao. The epidermis is very thin. Hair follicles, seba- 
coous glands, sweat glands and bundles of smooth 
muscle fibres are embedded in the peripheral parts 
of the tumor. 

The tumor is very cellular. Large spindle-shaped 
cells are predominating. They form bundles that 
interlace in various directions. Between the bundles 
there is a varying amount of collagenous fibres. 
They are scanty in the periphery of the tumor. 
whereas they are quite numerous towards its center. 


In the center itself, much fibrillary tissue enclosing 
single large cells with dark nuclei is found. 

The spindle cells contain large, round, oval bent, 
segmented or indented nuclei, the chromatin of 
which appears as a fine granular network. In some 
cells several nuclei with a more coarse chromatin 
structure are present. There are no distinct nucleoli. 

Mitotie figures are frequently found. In the periph- 
ery 3-4 mitoses in a high power field often can be 
counted. The chromosoms are short, clumpsy and 
irregular. Asymmetric division and misplacement 
of chromosoms are common. There are relatively 
few capillaries. 


The ontogenesis of the tumors herein des- 
cribed cannot be established definitely. It is 
impossible to explain satisfactorily the origin of 
the tumors from neurofibromas. The latter may 
undergo malignant degeneration in small pro- 


portion of eases. Interlacing hyaline fibres are 


fibers in stages of degeneration and atrophy may 
usually be demonstrated. In neurosarcoma 
fragments of myolin sheaths and axis-cylinders 
may long persist. In our case no traces of ner- 
vous tissue could be found. Therefore, we 
have no sufficient grounds for acceptance of 
neurogenic origin of the tumors. 


Multiple hemorrhagic sarcoma (Kaposi) ex- 
hibits a definite relation to certain predisposing 
factors such as vascular lesions, teleangiectasiae, 
purpura, ete. Furthermore, hemorrhages of- 
ten occur in the tumors and the histologic struc- 
ture exhibits newly formed and dilated blood 
vessels, hemorrhages, pigmentation, ete. In our 
case no such evidences were found. 

Mediastinal tumors are mostly lymphosar- 
comas and not spindle cell sarcomas. A dura- 
tion of at least five years would be very un- 
usual; finally, skin metastases are hardly if ever 
seen in cases of mediastinal tumors. 

After having excluded the other temptative 
diagnoses we arrive to the conclusion that our 
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case belongs to the group of primary multiple 
sarcomas of skin with metastates in the lungs 
and secondary deposits of sarcoma in the liver. 
Primary multiplicity of malignant tumors is 


\ 


not often met with. General miliary sarecoma- 
tosis is much less frequent than general carcin- 
omatosis. The duration of the multiple sarcoma 
is an unusual feature of our ease. 


THE NEW ENGLAND HOSPITAL ASSOCIATION 


SOME FEATURES IN HOSPITAL ADMINISTRATON FROM THE 
VIEWPOINT OF A CLINICIAN* 


BY HENRY A. CHRISTIAN, M.D. 


ADMINISTRATOR and clinician look upon the 
chief problems of the hospital from the common 
viewpoint of the best interest of the patient. 
Both desire to give the best possible serviee to 
the patient. As to the how, there may be 
many differences of opinion between adminis- 
trator and clinician just as there are many dif- 
ferences of opinion among administrators them- 
selves as represented by the membership of this 
organization. It is inevitable that hospital su- 


*Read at the Fourth Annual Meeting, May 13 and 14, 1925. 
at the Hotel Bancroft, Worcester, Mas.. 


perintendent and visiting medical man will con- 
sider different questions that rise in different 
ways and arrive at different solutions of the 
same problem. In fact, in the long run, this is 
desirable for it is advantageous to the patients 
to have their problems discussed intelligently 
by those interested in their welfare and differ- 
ences of opinion stimulate discussion. From 
such discussions are apt to come improvements 
in the way things are done, provided these dis- 
cussions are free and friendly and the matured 
conclusion of the two groups in the end are put 
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‘n.» effect. So from a clinical view point a} resentatives of the board of trustees may or may 


ost essential part of hospital administration 
-oneerns itself with the provision in the plan of 
evanization for free and frequent discussions 
_' hospital needs participated in by those rep- 
resenting the administration and those repre- 
senting the professional care of the patients with 
egnal authority on the two sides in all decis- 
ions. The exact plan adopted makes no differ- 
ence so long as the end result is produced. 

In general, hospital superintendents should 
hold a different relationship to many details of 
hospital work dependent on the relative time 
spent by superintendent and professional staff 
on the job in the hospital work. As most hos- 
pitals are organized today, the professional staff 
spends a part, often really only a small part, of 
ihe day in the institution, while the hospital 
superintendent is there for the greater part of 
the day. For this reason, in these institutions, 
it is necessary that the superintendent and his 
assistants should pass on numerous questions 
that econeern the professional management of 
patients and if they are not medically trained 
they are greatly handicapped in their work. In 
some hospitals professional staff are on duty a 
much larger proportion of the time; in a few 
where the medical staff has office quarters in the 
hospital and there are medical and surgical res- 
idents of considerable experience, the profes- 
sional staff is continuously on duty, and chiefs 
of staff are actually in the hospital buildings 
more than the superintendent, for the duties of 
the latter take him away from the institution 
part of the day. In these institutions much of 
what in the other type of institution is neces- 
sarily the duty of the administrative staff may 
be taken over by the professional staff. 

Ilaving in mind these variations in arrange- 
ment of the work and duties of the professional 
staff one readily sees that there should be much 
variety in the way different hospitals are man- 
aged, and that there can be no single best plan 
of hospital organization suitable to all institu- 
tions. For each hospital the relationship be- 
tween staff and administration needs to be de- 
‘ermined in accordance with local conditions. 
Any plan will work if there is provision in the 
organization for free and friendly discussion of 
«| hospital problems participated in by both 
stai’ and administration. The only domination 
for which there is a place in hospital organiza- 
‘ion is the domination of demonstrated, not as- 
sumed, ability. 

Some form of executive committee, with rep- 
sentation of professional staff and administra- 
on and with frequent meetings for the discus- 
on of hospital problems, seems the basis of the 
--catest number of effective plans of organiza- 
ion. Tlospital trustees would do well to act on 
‘9 matters, other than purely financial ones, un- 
the executive committee of the hospital has 
u.seussed and taken action on the matter. Rep- 


not meet with the executive committee of the 
hospital. In general all professional and ad- 
ministrative questions should be decided by 
this executive committee subject to the check of 
confirmatory action by the trustees in acecord- 
ance with limitations of finance and the public 
relationships of the institution. 

Boards of hospital trustees should be, in my 
judgment, entirely composed of laymen. One 
or two medical men on such a board have en- 
tirely too much influence on matters concerning 
the professional problems of the hospital. They 
are apt to be retired practitioners, practitioners 
of political activities, or practitioners trans- 
formed by choice or accident into business men 
or financiers. However honest and worthy they 
may be. it is almost inevitable that they have 
lost touch with professional work and very in- 
adequately are representative of the profession- 
al side of the hospital, though they are apt to 
be regarded as highly representative by the 
laymen of the board. If it seems desirable to 
have doctors on the board of trustees they 
should make up the entire board or equal in 
number the non-medical members so that in the 
latter arrangement at least there will be chance 
for the lay members to hear differences of opin- 
ion by medical members and be compelled to 
choose from such differences what they will 
adopt as their own opinion. This, however, 
seems to me less desirable than a board entire- 
ly of non-medical men. I know many of you 
will cite instances of boards of trustees on 
which medical men have been of great useful- 
ness. This I will grant, but often it is not so 
and sometimes in retrospect the influence of a 
medical man of seemingly great wisdom proves 
to have been a block on progress, and on his 
withdrawal hospital affairs have developed and 
progressed much more rapidly. Medical mem- 
bers of boards of trustees seem to me to be 
potentially, at least, dangerous and so undesir- 
able. 

In our days of standardization, almost every- 
thing about the hospital, except the hospital 
trustee, has been standardized. Personally I 
am not a great believer in the value of stan- 
dardization movements except in so far as they 
stimulate thought and study of methods and 
plants, for standardization movements always 
tend to establish a level of mediocrity because 
the standardized level is necessarily below the 
best and its attainment encourages an unpro- 
gressive complacency. However, I believe a stan- 
dardization movement applied to hospital trus- 
tees might be very helpful to our hospitals, if 
it involved a study of the methods of the most 
effective hospital trustees. Few hospitals, I 
feel sure, get all out of their trustees that they 
should. Trustees, if they gave more thought 
and study to hospital problems in general, and 
more time to their own hospital, would increase 
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greatly the effectiveness and efficiency of the 
hospitals. Suecessful men of affairs, as they 
usually are, their experience applied to hospital 
matters would help to a better solution of many 
problems of hospital management. Knowing 
and understanding more of hospital problems, 
they would be in a better position to place be- 
fore the public the needs of the hospital. In 
general it seems to me that trustees give far too 
little time and thought to the hospital; too often 
their position is much that of a figurehead ; they 
attend meetings too infrequently and too per- 
functorily ; their contacts with the professional 
staff in their work is too slight (this applies less 
to the administrative side of hospital organiza- 
tion). A move to educate hospital trustees 
would be of great helpfulness in our work. To 
a certain extent they are members of hospital 
associations, but I rather fancy that they would 
profit from an organization of their own to 
membership in which only lay trustees were 
eligible, but to whose meetings they could invite 
hospital superintendents and medical men as 
readers of papers or discussers of papers pres- 
ented by lay trustees. Local luncheon clubs of 
a few trustees representative of neighborhood 
hospitals might prove very stimulative to hos- 
pital improvements as has been found to result 
from similar groupings of superintendents and 
of medical staff members in some of our cities. 
Hospital administrators, as a rule, are the 
most concerned of the hospital groups in mat- 
ters of economy. In this relationship there is a 
danger that the economy becomes magnified far 
beyond its desirability. There are many occa- 
sions in which the wisest economy is the expen- 
diture of more money. A thing almost satis- 
factorily done may accomplish far more that is 
worth while were it done satisfactorily. Here 
the expenditure of an additional sum of money 
brings so large a return that it is poor economy 
not to make the expenditure. In contrast a 
thing poorly done may cost so much to make it 
well done that it is wise economy to discontinue 
it entirely. It is in such matters that I believe 
the hospital administrator often fails to make 
the best use of discussions with the staff. The 
staff should have a large part in the determina- 
tion of expenditures and economies. By this I 
do not mean consideration of the details of ex- 
penditures but the determination of the broader 
phases of hospital work as they concern the 
items of cost. Professional staff should have a 
large part in determining what parts of the 
hospital work should be developed when funds 
are available or campaigns for them undertak- 
en. In the same way they should determine 
where curtailments are to be made. Hospital 
administrators should share equally in these 
general determinations of policy of expendi- 
ture and in addition should be responsible for 
the carrying out of details when general plans 
have been made. Professional staff should un- 


derstand costs and realize that economies in one 
direction permit expenditures in another. Hos- 
pital superintendents should not be compelled 
to decide whether an expenditure, made possi- 
ble by new funds, should be devoted to this or 
that subdivision of the hospital work. Such 
decisions belong primarily to the professional 
staff aided by the advice of the superintendent. 

Undertaking to do too much in relation to 
existing plant and monetary resources is a 
very common mistake of hospitals. In small 
places perhaps a hospital cannot limit itself as 
to number and kind of patients, but this does 
not apply to cities, except in municipal hospi- 
tals. To my mind it is an extremely poor pol- 
icy to take more patients than a hospital was 
constructed for or to admit types of disease for 
the care of which the staff is not prepared. Un- 
fortunately the number of patients handled is 
the usual measure of efficiency of a hospital. 
Rather should it be the kind of professional ser- 
vice provided for the individual patient. For 
those of you who administer hospitals with an 
out-patient service, if you will divide the daily 
number of patients seen by the actual working 
minutes of your responsible out-patient staff, 
you will, with few exceptions, get a striking 
measure of your lack of efficiency. The same 
measure applied to house patients will show bet- 
ter service to patients, but hardly a time ele- 
ment per patient proportionate to the serious- 
ness of the patient’s illness. In other words, 
most hospitals are attempting a care of patients 
that should entail considerable time devoted to 
each patient while they prevent such care by 
accepting so many patients that none receive 
adequate time and attention from the staff. Res- 
ident staff often is inadequate in that each 
house-officer has the care of too many patients. 
To make conditions worse the usual time saving 
devices, practically universal in business estab- 
lishments are almost lacking. I refer to such 
things as stenographers, typewriters, dicta- 
phones, ete. Professionally trained resident 
and visiting staff are allowed to do the work of 
slightly educated girls and waste their time de- 
ciphering almost illegible instead of typed rec- 
ords. Each hour of a doctor’s time so spent 
should be counted by che administration as an 
extreme extravagance entailing a daily loss to 
patients of professional care. Yet I find it rare 
for the stenographic service of a hospital to be 
engaged on a hospital’s most important mission, 
namely, service to patients. Many hospitals are 
complaining of a shortage of internes. Such 
complaint is illogical so long as they permit 
those that they have, to waste time on clerical 
work that any girl with a high school education 
can do. This question of facilities for type- 


written records should receive your careful at- 
tention. May I suggest that each time you dic- 
tate a letter to your stenographer that you 


pause to think ‘‘here is a service that by rights 
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should go first to patients’ records’’? An ex- 
perience with typed records of patients of 
twelve years duration convinces me that they 
are one of the most potent incentives to com- 
plete histories of patients and what is more im- 
portant these histories, by reason of their ease 
of use, form a very important factor in the 
thorough study and proper treatment of pa- 
tients. There is hardly another thing which, if 
introduced into your institution, would so 
greatly enhance the efficiency of the care of 
your patients. Long has it been to me a cause 
of wonderment that hospitals are so slow to in- 
troduce these facilities, regarded as economic 
and practically indispensable to the business of- 
fice. 

I suppose every hospital physician has a pet 
hobby. Mine for a long time has been heat and 
ventilation because the former is ordinarily in 
excess in hospital buildings and the latter con- 
spicuous by its absence. I have two reasons for 
this hobby: (1) over-heating and under-ventila- 
ting patients retard their recovery from illness, 
(2) over-heating wastes a lot of money that 
should be spent for other things. In addition 
nurses, doctors and other hospital personnel 
have an unnecessary incidence of respiratory 
infections, with time off duty, because of lack 
of attention to heat and ventilation in the build- 
ing of the hospital. Thermometers in the 
buildings, except in summer heat, should never 
register above 70° and usually range at 68°. 
A two hour temperature chart of each ward and 
room often would help patients even more than 
a similar record of the patient’s temperature. 
The best thought of administrators are needed 
on the questions of heat and ventilation for they 
are difficult of control, especially when direct 
steam and radiation is used. (If I had my 
way in an institution there would be no steam 
radiators.) American ingenuity, so far, has 
not solved the problem of mechanical provision 
of heat, ventilation and moisture in any form 
simple enough for every day uses. Heat can be 
measured by the thermometer, but moisture 
with the heat makes a vast difference in your 
feelings and usually is not taken into considera- 
tion. Ventilation still is best accomplished by 
windows, eracks and fireplaces. The best meas- 
ure of hospital ventilation remains the use of 
the bed pan. Go into your wards sometime 
after the use of a bed pajn and just smell; thus 
you will discover the inadequacy of ventilation 
systems. Sick people in bed need more fresh 
air than the well. So far as I can determine 
they need the same optimum temperature as the 
well and that is 68” to 70°, a temperature al- 
ways procurable in winter, unfortunately not 
always in summer. I have watched old people 
with great interest from the point of view of 
temperature. So far as I can make out they 
thrive best at 70°, though they should have 
warmer clothes and bed coverings than young- 


er people, but even here the difference is slight. 
Heating experts can tell you the cost of raising 
your ward from 70° to 75°. This cost ought to 
be saved not alone in the interest of economy 
but of health to your patients. As to the lat- 
ter, I would say that even were it cheaper to 
have a winter room temperature of 75°, it 
would be a wise thing to spend the money te 
lower the temperature to the 68° to 70° which 
is best for patients. 


As to summer temperatures, I am of the opin- 
ion that cooling devices would enhance the 
chances of our patients for recovery, but I have 
had no hospital experience with them, though I 
have often enjoyed them in our most modern 
hotels. I asked for their installation, or at 
least their serious consideration in 1911-12 when 
the Peter Bent Brigham Hospital was being 
planned, but I soon realized that the time had 
not then come to get any serious consideration 
of the matter, and I did not push it. However, 
I think we should realize that some patients 
probably die every summer in the New Eng- 
land climate that could have been saved by the 
ability to control room temperature by a cool- 
ing process, and that it would not be costly to 
install some form of cooling process for occa- 
sional use in very hot weather. 


I have already occupied sufficient of your 
time in presenting these thoughts of a clinician 
on hospital administration. Perhaps they may 
serve a useful purpose in arousing discussion, 
even though my views are not accepted. I thank 
you for your attention. 


Discussion 


Dr. Cuartes A. Drew, Worcester: I feel 
almost entirely unfitted to diseuss such an able 
paper, and as it covers so many subjects, that 
I ean only say that I agree in the main with 
Dr. Christian’s ideas. Now, of course, we do 
not choose our trustees, and if the doctor could 
broadeast his paper. to all people who elect 
trustees, we might get a decided help. 


I think I agree with the doctor in regard to 
medical men on the board. Our own hospital 
doesn’t happen to have medical men on the 
board, and the frequent complaint I hear from 
the staff is that we don’t have any physicians 
on the board. The idea seems to be prevalent 
that if we had one or two physicians on the 
board we could get anything we wanted, but I 
think that is difficult. 

It has interested me a good deal to find the 
best way to get together with the staff. Some 
years ago we thought it would be a fine thing 
to invite all the staff to meet: all the trustees, 
give them a lunch and then have a round table 
discussion of all the things wanted, all the crit- 
icisms. Well, if you ever sat in with the mem- 


bers of the board and read and heard the dif- 
ferences of opinion and saw how trustees keep 
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it up with a stenographer there to take down 
the diseussions and had it all typed and passed 
around, you would see how tremendously con- 
fusing it was so that that has sort of gone by, 
and we haven’t had such a general getting to- 
gether for few years. 

The next scheme of mine was to have a com 
mittee, one member from the board of trustees 
and three from the staff with the superinten- 
dent, meet prior to the meeting of the trustees 
so that anything that the staff were interested 
in and the administrator was interested in could 
be diseussed before it was brought up in the 
board meeting. Now when you spring a thing 
on the board of trustees, they are not always 
well informed as to the merits of the case. For 
example, a quesiion came up a while ago—l 
wasn’t satisfied with the work in our out-pa- 
tient department and I thought it would be a 
good thing to have an evening clinic for the 
venereal cases and to pay the men who attended 
that clinic; and then the trustees were appoint- 
ed to meet the staff and hear what they had to 
say. Well, the representative of the G. U. Ser- 
vice didn’t believe in pay elinies. We only 
charge 50 cents, and he didn’t believe in that 
because there were people who would come and 
get their treatment free. So the trustees were 
at a loss, and there was a strong opposition to 
any pay clinic, and then the question came up 
in regard to paying men for doing our out-pa- 
tient work. I have been a great deal concerned 
about the eye, ear and nose and throat work, 
time consuming and important, and the refrae- 
tion work. Why, it doesn’t seem to me that 
any busy man ean afford to put time enough to 
do thorough good refraction work, and the chil- 
dren that come from the publie schools ough 
to have the best service. I think I shall advo- 
cate paying at least three men for spending at 
least part time in the out-patient service, and 
this will be supported by some of our staff; and 
one of the older members thought that if any 
member ought to be paid, it should be the se- 
nior members. I don’t quite agree with that 
because it would be a mere nominal sum that 
these men would be paid any way, but the man 
who is on the staff gets a good deal of indirect 
advantage. No man can be a good surgeon un- 
less he has a hospital appointment so that every 
man is ready and willing to be appointed on 
the hospital staff, but after he gets on the staff 
sometimes he thinks he isn’t getting much out 
of it and is putting in his time for nothing 
whieh sometimes we regret. 

Now about the differences of opinion—lI still 
think that a committee to meet every month be- 
fore the trustees meet with perhaps the presi- 
dent of the staff and perhaps two specialists or 
men to be elected by the staff to represent the 
staff, is a good thing; and that is one of the 
ways of getting together which I certainly ad- 
vocate, and I would like to see the hospital that 


would keep the wards cool and sweet too, and 
I believe if we could pass fresh air over ice 
cakes or the modern refrigerating coils, it would 
be a first rate thing; and then our hospital is 
so crowded that in the winter time it is almost 
impossible to give the number of cubic feet that 
we ought to give. 


Dr. Cuartes H. Youna, Sup’t, Maine Gen- 
eral Hospital, Portland, Me.: About the only 
part of the paper I would like to talk about is 
the question of ventilation. The question of 
keeping the wards cool in the winter time is 
usually with the usual hospital entirely out of 
the hands of the superintendent beeause the 
American ingenuity which Dr. Christian spoke 
about has gotten ahead of him. Every hospital 
I know of has had some method of cooling and 
heating carried out by the architects and engin- 
eers. I have had experience with engineers in 
hospitals for years, and I am starting on an- 
other system; and if we shut off the heating 
system in the summer, and some patient wants 
a warm room, it is impossible to give it to him 
without heating the whole hospital; and it is 
impossible to secure ventilation without opening 
doors and windows; and if we do that in one 
room, we can’t tell what other part of the hos- 
pital it will affect. With the direct and the in- 
direct and the direct-indirect method it has 
passed entirely out of our eontrol. 

The only hospitals I was able to keep at a 
proper temperature were those during my hos- 
pital experience in France, and there my knowl- 
edge of cattle barns and hen houses helped a 
great deal in building the hospitals. The cattle 
breeders and chicken raisers have been much 
more fussy about keeping their stock in healthy 
condition and at proper temperature than any- 
one has in handling human beings; and | think 
the whole ventilation problem and temperature 
is solved better anywhere by cracks and win- 
dows and doors better than any system devised. 
I know when they built the Plaza Hotel in New 
York City they had a wonderful system, and I 
went into the laundry one day in June and 
found the temperature at 112. The system was 
working perfectly, but the temperature was 112, 
and they had to do something about it, and 
that was a late installation; and I think the 
more we can do to prevent engineers and arch- 
itects from putting in ventilating systems, the 
nearer we can come to getting a proper ventila- 
tion for our patients. 


Miss Eva M. Thallman, Dietitian, Massachu- 
setts General Hospital, Boston, read a paper en- 
titled ‘‘The Hospital Dietitian and Her Job’’ 
(from ms.). 
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THE DIETITIAN AND HER JOB 
BY EVA M. THALLMAN 
vetitian of the Massachusetts General Hospital 


STARTING out to explain a dietitian I believe 

» can most quickly come to an understanding 
. classifying her as a new product not yet en- 
vely fitted in, and then proceed to an attempt 
» make the adjustment. 

The department to which she is assigned is 
‘s old as the hospital itself in the greater part 
ov at least so far as is apparent to the average 
ayman, but about fifteen years ago a demand 
sas made by the medical profession for diets 
slightly altered from the ordinarily substantial 
ones so far fed to all patients regardless. The 
old organization was honest but inadequate to 
‘he new task, so the evolution of the dietitian 
began. At first she was assigned to the actual 
preparation of the special diets, then as her 
work beeame too heavy and nurses were more 
plentiful than dietitians, they were ealled in to 
help or she became a special diet teacher. She 
did not take over the food problems of the hos- 
pital as a whole until preventive medicine de- 
manded her services. 

With the job of feeding the well and the sick, 
she now became adjusted so far as having a de- 
partment to experiment upon is concerned; a 
rank to go with it,—administrative head of a 
recognized hospital deparment,—and as such 
became a most decided economie factor in the 
organization. She is gradually being assigned 
to still newer tasks, as in QOut-Patient food 
clinies, field dieteties in the homes, metabolic 
laboratories, State nutrition work, ete., but this 
discussion will be kept on her work in the hos- 
pital alone. 

The question first comes up as to how she is 
qualified for her position. The colleges offer 
courses in physiology, biology, bacteriology, a 
fair knowledge of physies and more than an 
ordinary amount of chemistry,—inorganie, or- 
vanie and physiological. This study of the 
sciences she co-ordinates with her various food 
studies such as simple cookery, experimental 
cookery, large quantity or institutional cookery, 
and as much dieteties, theoretical and applied, 
as can be offered. ‘ 


The colleges eall this their Home Economies 
‘ourse, and right here this budding dietitian 
‘ceds some sympathy from her future co-work- 
ers, namely, the doctors and nurses. In this 
‘tome Economies course she has also to learn 
make hats, probably do a sampler of fancy 
owing stitches, learn the technique of making 
“rious articles of wearing apparel, plan a bud- 
-ct for three years adornment and learn to wash 
ud iron most artistically. All this is most val- 
veble to the future home maker, of which her 
“488 1s principally composed, but unlike the 
‘Avensive work offered doctors and nurses in 


their training, it has little to do with a hospital 
dietary department and consumes her time dur- 
ing at least the first two years of her training 
on an equal basis with her study of foods. Dur- 
ing this time she wil! have made some feeding 
experiments upon herself and her classmates or 
in a practice house with sometimes a little or- 
phan baby thrown in for the general care of the 
class, but compared with the vast field of prae- 
tical application open to doctors and nurses this 
is very little preparation for her hospital career. 

To offset this lack of application she next 
goes for a post graduate course of from four to 
six months as a student dietitian in some ree- 
ognized hospital where she is expected to come 
in actual contact with the problems which she 
will be called upon to solve later. Never having 
been connected up with a hospital before and 
probably hardly inside the doors, can you ex- 
pect her to progress very far toward being a 
hospital dietitian in that length of time? It 
seems to me she is still a probationer and her 
tirst job will need a lot of patient training and 
supervision from the hospital side and a great 
number of mistakes to be overlooked before she 
ean really win her spurs, as her opportunities 
for training now exist. 

Now, why has her training been outlined so 
at length? Simply to show that she has had a 
far better chanee than anyone else in the hos- 
pital to study the food problem from all its an- 
gles; that she is neither a diagnostician, tech- 
nician, or nurse, nor executive at first; that it 
is unfair to expect too much of her knowledge 
along any one of these lines of service, but 
that she has had, or should have had, enough 
scientific training and sufficient initiative to ¢eo- 
operate with all of them and consequently fit 
in the group as a whole with value to the hos- 
pital and satisfaction to the individual workers. 

All this is good theorizing, but when the 
dietitian gets her first job, for instance in the 
small hospital, she will plunge into administra- 
tion from the start, gradually win an oppor- 
tunity to do some special diet work, and be ex- 
pected to teach the pupil nurses practical diete- 
ties no matter what her contact with their work 
has been and without much to make it practical 
other than a few spoons and many interrup- 
tions from the administrative side to disturb 
their train of thought, until it is small wonder 
that often dietitians, at least until they become 
‘*hard-boiled’’, would rather learn how to get 
away from administrative problems than how 
to get in closer contact with them. 

But this is her job in the small hospital where 
she works alone and, to enumerate some of the 
details, includes purchasing foods, earing for it 
before preparation, planning menus or how it 
will be used, supervising her kitchen including 
personnel and equipment, controlling the dis- 
tribution of the prepared meals to the doctors, 


nurses, patients and employees, supervising the 
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serving rooms and dining rooms with the per- 
sonnel employed there, inspecting waste and 
seeing to its disposal. If a special diet comes in 
she will be expected to get that planned with 
probable instruction of the pupil nurses or a 
cook in its preparation. Being a special diet, it 
will need a separate method of transfer to the 
ward, ete. 

All this and more should be expected of her 
daily and part of it three times daily, but when 
the housekeeping and laundry also fall to her, 
as is sometimes thought the best policy, I do 
not believe it possible for her to give the de- 
tailed supervision to her own department that 
is required, if she is to make it any better than 
it was under the retiring housekeeper’s regime. 
Just when she is most needed to show a second 
class cook how to do something new or to do 
something a better way than the old one she 
will also be needed over in some other part of 
the hospital,—and will have to go. 

She will soon be giving orders which she 
hopes will be obeyed and forgetting entirely her 
old theory that the authority to give an order 
carries with it the responsibilty to see that it 
is done. The mere fact that she has had more 
technical training than the housekeeper is not 
sufficient reason for expecting her to give in- 
dividuality where wholesale methods are em- 
ployed. 

The next plea which I would make for the 
dietitian in the small hospital may at first sound 
contradictory to the above argument, and that 
is that she be given the privilege of buying for 
her department with thorough instructions as 
to the policies of the institution which she rep- 
resents. This plea is given with the full un- 
derstanding that the so-called graduate dieti- 
tian does not know how to buy, but she does 
know the fundamentals of the planning, prep- 
aration and serving of simple, wholesome meals, 
or should if she is worth either the name or the 
job, and knows these fundamentals better and 
more intimately than any other person in the 
hospital. She should be able to learn how to 
buy more conservatively than any one not able 
to follow the purchased food through its var- 
ious stages to the finished product, and will cer- 
tainly have an increased interest in these fu- 
ture developments if she feels complete respon- 
sibility from the beginning. If she tends to 
buy too many good things, put her on a budget 
system. 

But I think the line comes between this duty 
being delegated to her or to someone else at the 
point where she has to neglect her kitchen con- 
trol in order to devote the time needed there 
to buying instead but whoever relieves her of 
the duty will certainly need to advise and co- 
operate with her if satisfaction is to result. 

If this discussion was for dietitians instead 
of hospital superintendents, I should urge above 
everything else that they recognize the import- 


I do not believe a few words are out of order 
as it is. 

In the first place, she cannot plan intelligently 
without some method of charting for at least 
one week in advance and depending upon how 
thoughtfully she makes out her chart each week, 
keeping in mind variety, food costs, market 
conditions, and the tastes of those for whom she 
plans, she will be able to influence her per cap- 
ita costs, give the entire hospital a chance to 
praise or a reason to grumble about their 
‘‘eats’’, and last but not least, she will or will 
not have a co-operative, reasonably contented 
kitchen personnel able to carry out her plans 
without shirking nor extra hours of duty. So 
much precedence do I give to menu planning, 
that I believe it would be the first point of at- 
tack should I be asked to inspect or criticize a 
dietary department as a whole. 

The organization and control of the dietary 
department is individual to every hospital, but 
upon one thing there is generally agreement, 
and that is that uniformly good products with 
as much aesthetie value as can be urged and the 
most skimpy garbage disposal possible should 
result from using the cheapest labor that an 
employment bureau deals with. However, this 
being so generally true, it is probably trite to 
even mention it here. 

There is general discussion as to where the 
boundary line lies between the dietitian’s su- 
pervision of the patient’s food and that which 
the floor nurse should assume. As she cannot 
conveniently supervise half a dozen or more 
diet kitchens feeding their patients at the same 
time the statement often made that she should 
follow the food throughout its course to the pa- 
tient’s bedside seems hardly a workable plan, 
neither is it exactly just for her to be refused 
all chance to try out her ideas there any more 
than in her dining rooms. If she has the priv- 
ilege of making food-service inspection and a 
voice in the matter equal to that of the super- 
intendent of nurses it seems that co-operation 
should be sufficient to carry on harmoniously. 
However, classified rules or a book of preced- 
ents should be invaluable in making adjust- 
ments. The setting of a similar definite stan- 
dard or table of allowances on all staples sent 
to the wards as butter, cream, milk, eggs, etc., 
worked out on a per capita allowance for each 
type of ward will also stop many petty com- 
plaints. 

In recent years the dietitian has become more 
closely related with the doctor in his field of 
scientific medicine. Especially is this true with 
regard to metabolic research and in ealeulating 
diets with insulin for diabetie patients. In the 
small hospital the dietitian will not have time 
or facilities with which to help out on any re- 
search problem but she can with a little system- 
atizing manage to do her share in the treatment 
of many diseases that require an abnormal diet. 


ance for their job of menu-planning. However,’ 


In some of the most common conditions, as 
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obesity, constipation, mal-nutrition, she can 
solve the problem most simply by giving a re- 
organized house diet, taking away from or add- 
ing to it, as the case may require; in other con- 
jitions as gastric jaundice, enteric, nephritie, 
she will need to individualize more carefully; 
but it is with the diets for diabetes and others 
ordered for special calculation and weighing 
that the most time and care is needed. Cer- 
tainly the basis for all these diets should come 
from a mutual agreement between all parties 
coneerned in carrying them out, deciding just 
what they shall consist of, how they shall be or- 
dered, by whom they shall be ordered, how 
transferred, and served to the patient, and if, 
as is usually true, there is a maximum limit 
which the dietary department can prepare daily 
with satisfaction this too should be established 
by the same method. The superintendent, the 
staff, the nursing supervisor, probably the house- 
keeping department and the dietitian will be 
affeeted by the policies adopted and should 
therefore be represented in all discussions. 
Points peculiar to the institution itself will de- 
cide most of the routine but, speaking for the 
dietitian, I hope the executive body will not 
think her unnecessarily stubborn if she insists 
that her orders for special diets, given either 
verbally or written and preferably the latter, 
come as directly as possible from the physician 
himself. 

I now wish to stress what as yet seems the 
most vital interest that the dietitian should have 
outside her own department and that is mission- 
ary work. Without a doubt she ean do far 
more good for the average patient by teaching 
him how to intelligently alter his dietary habits 
when he returns home than she will be able to 
do in the two or three weeks which he stays in 
the hospital in spite of all the most accurate 
feeding which she may carry out. She will find 
she has to consider his racial habits, personal 
preferences, economic limitations and home con- 
ditions, but much emphasis put upon his fu- 
ture welfare with his present improvement to 
back it up ean overcome many obstacles, so 
called. Having definite, organized classes with 
the nurses it will take only a few years time 
for her to see if she has given them good, usable 
instruction, but, and this I say with all due 
respeet to their rank, I do not believe there is 
anything like enough information efficiently 
catalogued in the mind of the medical staff with 
regard to practical every day dietetics and if 
the doctor and the dietitian assume the right 
attitude there should not be sufficient cause left 
‘o blame it all on his medical university. We 
don’t want him to take our job away from us 
oy any means but if he and the dietitian could 
‘levise some scheme by means of which he could 
victure more concretely the interpretation of 
lis orders as the dietitian and the patient sees 
't there might be more general all round satis- 
faction at times. 


_ Hospital superintendents have not been men- 
tioned but I am even brave enough to say, I 
think the experienced dietitian can help them 
upon occasion. 

Should a reorganization of an inadequate 
dietary department, or the planning and equip- 
ping of a new one be in order, the usual pro- 
cedure is to leave it up to the architects but I 
believe the experienced dietitian has had much 
better chance to learn to visualize the depart- 
ment in actual operation. Where the aim is 
equipping the department, regardless of reason- 
able expense, there is still the problem of where 
to put it if roller skates and traffic cops are to 
be dispensed with. If the amount to be spent 
on equipment is limited the advice of an ex- 
perienced dietitian should help in making the 
choice between the indispensable, the luxury 
and the nuisance, and given the chance I hope 
she will then do something that has not been 
done yet by architects and that is leave space 
for future installation when more funds are 
frothecoming. If there is any place in the hos- 
pital where job-studies and time-studies would 
be an eye opener to most of us it must be in the 
kitchen with its two hours or more of hurry and 
bustle repeated three times over every day 
throughout the year. 

In closing may we prophesy a bit as to the 
future of the dietitian. We know she is here 
and here to stay; that she belongs to a field 
where details carried out in a tedious painstak- 
ing way increases the value many times over of 
the finished product; that as surely as this is 
true it will always be a woman’s profession— 
but if we have not yet fitted in as well as we 
might what shall be planned for improvement 
in the future? My first thought is that what- 
ever line we take, therapeutic, administrative, 
in combination with social service, or some other 
newer field, holding constant predominance 
with us must be the idea of foods and probably 
elaborated upon that is enough to keep us oc- 
eupied. Most of the time, especially from the 
purely therapeutic side the doctor will lead us 
in our further progress but this does not con- 
cede the point previously claimed that there is 
the other or practical side where we must be 
expected to furnish the initiative. The second 
thought is that among the handicaps apparent 
at present the one which seems of most signifi- 
eanee is that we must call a halt now to our 
ambitions before they even assume a definite 
outline because we do not exist in sufficient 
numbers to anything like carry on as we should 
if we are to individualize our tasks. All hos- 
pitals realize the value of shortening the time 
of treatment of each patient and we have an 
aid to offer when there are enough dietitians 
supplied to pet him into a renewed appetite 
more quickly through little personal attentions 
from the food angle. Again there is the chance 
in the future given the opportunity to carry on 
when we may by more detailed attention to the 
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economic phase of our job analyze, compute and 
experiment until we can check much more finan- 
cial waste than has yet been attempted. Like 
all fortune telling there is no end to what we 
might predict for the future but this paper 1s 
only one of many similar attempts made to 
analyze or construct the profession of being a 
dietitian and when someone, hospital superin- 
tendent, college professor, dietitian, or whoso- 
ever finally decides just what to make out of 
her there will be none so happy as the dietitian 
herself. 


Discussion 


Miss Marietta D. Barnaby, Sup’t, the Hey- 
wood Memorial Hospital, Gardner, Mass., pre- 
pared a discussion which was read from manu- 
script in the absence of Miss Barnaby. (Manu- 
seript obtained. ) 


Miss Marierra D. Barnapy, Gardner, Mass. : 
A certain great Frenchman has said that we 
talk to find out what we think—in other words, 
our talking or writing on any given subject 
ofttimes reveal to us our true ideas in regard 
to the matter in hand. So when asked to dis- 
euss Miss Thallman’s paper, while I felt that 
my ideas on the subject were somewhat hazy, I 
thought it might aid in erystallizing them to 
talk about them a bit. 

That was before | had had the paper. How- 
ever, after | had gone over it carefully, | felt 
that Miss Thallman, in giving us her ideas, had 
expressed very fully all that I had thought on 
the subject, as well as much more, and that it 
remained simply to stress the points which ap- 
peal most strongly to me from the view point of 
the small hospital. 

I feel that the dietitian has a very distinct 
and an increasingly important place in the per- 
sonnel of the small hospital. So much more at- 
tention is paid to special diets than formerly, 
and we are all trying to do more in a general 
way along dietetic lines, or to do a little better, 
what we have always done, that all this cannot 
possibly be accomplished without such assist- 
ance as a dietitian only ean give. 

Miss Thallman has made me realize fully, too, 
what has been in the back of my mind for some 
time, that we have been, and still are, in the 
habit of expecting too much of the dietitian in 
a small hospital. All the various duties which 
have been enumerated, are required at times, 
and often at the same time, of the one person 
who cannot possibly at the same moment su- 
pervise the serving of trays on several different 
floors, and teaching our too often incompetent 
help in the main kitchen; and we of the small 
hospital group all know that there are many 
times when conditions are as described above. 

Right here, | think, is the place for me to say 
how strongly I feel, that the keynote to the sat- 
isfactory earrying out of proper supervising 


of the serving of trays on various floors, lies in 
that much used and abused word, ‘‘co-opera- 
tion’’, 

There are, of necessity, many contacts and 
adjustments to be made in this particular con- 
nection, but having made them, given an open 
minded head nurse and a dietitian with average 
teaching ability, who enjoys that part of the 
work, it can be accomplished with profit and 
satisfaction to all concerned, notably the pa- 
tient. 

We cannot, of course, expect to find that all 
our head nurses, any more than all of the rest 
of us, shall be open-minded—but we do have a 
right to expect that our dietitian shall be able 
to teach,—some; though on this point, I feel 
particularly ignorant, as there is no training 
school for nurses connected with the Henry 
Heywood Memorial Hospital, and so no teach- 
ing except that of which I have spoken. 

I agree with Miss Thallman that the dietitian 
in the small hospital should be given the oppor- 
tunity to learn to buy; and to me, that branch 
of her work which ineludes the accounting for, 
and proper eare, and distribution of the food, 
is of equal importance with the planning of 
menus—in fact the satisfactory purchasing of 
food supplies with all that enters into it. of 
watching the markets and buying at the right 
moment, can easily constitute very nearly a 
full-time job in itself. 

I must not omit to say that I feel that a dieti- 
tian who does all the things we have spoken of, 
to the complete satisfaction of all concerned, 
has very little time to spare for the rest of the 
housekeeping and the laundry, and that the re- 
sult, in ease it is necessary for her to assume 
these extra duties, cannot be satisfactory over 
any lengthy period, simply because it is not pos- 
sible for one person to do so much, and do it 
all properly. 

| hope no one will take exception to my 
saying, in closing, that while I fully realize 
that here, as everywhere, personality weighs 
heavily. I do feel that there are certain meth- 
ods of training which are peculiarly fitted to 
produce the type of dietitian who is most ac- 
ceptable to the small hospital, for reasons which 


I think all of you will recognize without their 
being defined. 


ROUND TABLE DISCUSSION OF 
QUESTIONS 


Question 1—Treatment of venereal diseases 
in the out-patient department and the hospital 
provision for such diseases? 


Dr. B. Henry Mason, Asst. Sup’t, Peter 
Bent Brigham Hospital, Boston: I am at a loss 
to know why Dr. Stone asked me to open the 
discussion unless he thought I would be able to 
say less than anyone else. This question is one 
which deserves serious thought and considera- 
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Probably the thing that has drawn it to 
- attention more forcibly in the last few 
irs, the past decade, was the world war, and 
» are all more or less familiar with the work 
41 was done against the venereal disease prob- 
om at that time. Sinee then in some localities 
. work has been more or less rigidly earried 
.», but I think it is unfortunate that in many 
‘here has been a decided let-up and no reason 
-jyaneed. Reeently reeeived information 
‘yom a very reliable source to the effect that of 
vs hospitals with more than 15 beds in New 
ingland there are only 8.1 per cent. of those 
ceneral hospitals that receive active venereal 
eases to the wards. Of that number ¢.1 per 
cent. are in the City of Boston, leaving 3 per 
cent. outside of the City of Boston in general 
hospitals that receive venereal disease cases in 
their wards. That is not only astonishing, but 
it seems to be a disgrace to the community. 
There is something if that is a fact—and I have 
every reason to believe it—that everybody here 
should earry that thought home with the deter- 
mination that they will do what they can to 
make some provision for venereal disease cases 
which are a source of infection to the wards and 
keep them there until such time as they can be 
turned back to the community and treatment 
further carried on in the out-patient depart: 
ment safely. I won’t take up any more time 
but wait for others to have something more to 
say. 


Dr. Georce H. Stone, Sup’t, Eastern Maine 
General Hospital, Bangor: In this connection 
it might be interesting to know how many hos- 
pitals admit venereal disease eases to their 
wards. 


On a show of hands there were more than do 
admit than don’t admit, the actual count of 
those that do admit being twelve. 


De. Cuartes H. Youna, Sup’t, Maine Gener- 
«| Hospital, Portland: I raised my hand as be- 
ing with a hospital that does not, but I have in 
mind a particular instance that happened only 
iwo weeks ago. I went away and while gone 
ihe board of managers had a meeting, and thie 
president of the board said that at the meeting 
‘ie president called attention to the fact that 
'. superintendent had admitted a young wom- 
an with an aeute gonorrhoea! infection, and it 
‘us against the rules of the hospital; and | 
-id the rule was that no contagious or infee- 
‘ous disease should be admitted or any vener- 

‘| disease in the infectious stage. I said | 
_ (n’t know what the infectious stage of a ven- 

cal disease was and I can’t find out and for 
iat reason I admitted the young woman. This 
v<tient had to go somewhere, and there was no 
!ospital in the community as far as I could find 
‘it that would take her; and I thought I would 
admit her, but if you want me to exclude all 
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have to exclude pneumonia and typhoid and 
common colds and if you want me to exclude 
venereal disease cases in the infectious stage, 
you will have to tell me what the infectious 
stage is and what makes it infeetious; and he 
laughed and said he would leave it to my judg- 
ment. So I intend to admit cases and I believe 
that hospitals that do not admit eases are suf- 
fering from old rules that were put on years 
ago and haven’t been changed; and this is the 
third hospital I have been connected with and 
i have been able gradually to admit those eases, 
and we have gotten away with it. 


, = 


~ 


Question Increases in hospital costs and 
the reasons therefor? 


Dr. Joun M. Perers, Sup’t, Rhode Island 
lIospital, Providence: It is rather a large ques- 
tion and can’t be answered in detail. I happen 
to have been in this line for many years and I 
think it might be interesting to tell you what 
the difference in cost has been in the Rhode Is- 
land Hospital. Thirty years ago the average 
per capita cost was $1.33; today it is practie- 
ally three times that. Thirty years ago the 
facilities for beds, the simple drug treatment 
and single laboratory room 10 x 12, no ambu- 
lance service, no X-ray department, no physio- 
therapy department, and an out-patient depart- 
ment limited to four or five rooms and none of 
the modern scientifie methods that we have to- 
day. All of these things mean money. They 
mean better treatment and better convalescence. 
That number of years ago the average patient 
stayed 36 days; today the average patient stays 
15 to 16 days. There is no question about the 
increased comfort of the patient today and the 
increased comfort of the nurses, and there is no 
question about the comfort of the employees and 
the better and greater variety of food. In other 
words, we are all living on a higher plane and 
we are all living better and we must pay for it; 
and undoubtedly there are a lot of fads and 
fancies which we have all adopted and a great 
many we have rejected which have cost a great 
deal of money, but there is no question in my 
mind but that the facilities which we now have 
are very much worth while. 


Question 3—Ilow should the out-patient de- 
partment be organized and conducted ? 


Dr. Lestre H. Wricnt, Asst. Sup’t, Peter 
Bent Brigham Hospital, Boston: I don’t feel 
I have been connected with the out-patient. de- 
partment long enough to be able to discuss the 
subject. 

Dr. Lewis A. Sexton, Sup’t, Hartford Hos- 
pital, Hartford: To go into any of the details 
that would give any inclination as to the organ- 
ization and how to conduct an out-patient de- 
partment would require a paper that would 
cover four hours. It is out of the question to 
diseuss the subject in a round table meeting in 
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my opinion. If there are any questions asked, 
I would be glad to answer them, ut the sub- 
ject is too broad to cover in a meeting of this 
kind. 

Dr. Georart H. Stone, Bangor: I think Dr. 
Sexton is right, and that would apply to Ques- 
tion 4. 

(See program for Question 4.) 

Dr. Lewis A. Sexton, Hartford: Mr. Pres- 
ident, I would suggest that anyone wishing to 
look into the details of out-patient departments 
write to Dr. Michael Davis, 5 West 43rd St., 
New York City. They have studied the ques- 
tion deeply and gone into it thoroughly, and 
while their statistics might stagger one—they 
have plenty of money and equipment, yet a 
great deal can ve obtained by studying them 
and finding out the methods which they apply. 


Question 5 implies that the New York re- 
be to the advantage of the Schools for Nursing 
in New England and the Hospitals to discon- 
tinue the registration of the Schools for Nurs- 
ing in New York State? 


Question 47 is so closely allied in substance 
with question 5 that the two may profitably be 
discussed together. 

Question 5 implies that the New York Re- 
quirements are excessive. An _ investigation 
would prove them to be about the minimum 
standard generally accepted throughout the 
United States. The actual requirements are 
reasonable and any state is justified in requir- 
ing that graduate nurses from other states con- 
form to the requirements enforced upon its 
own schools. The actual difficulties are consid- 
erably obscured, whether purposely or other- 
wise, and may be summed up as follows :— 

There has been an attempt to enforce a pro- 
gram in New England in excess of the Regents 
Requirements for approved Schools of Nursing, 
and due to the close proximity of the two states 
it is fairly well known that many of these ree- 
ommendations enforced by the New York De- 
partment of Nursing Education as requirements 
in New England are not, and cannot, be en- 
forced in their own state—hence the reaction 
in New England. 

Apparently, the Regents know little or noth- 
ing of the actual methods of enforcing their 
minimum requirements, and circumstantial evi- 
dence would lead one to believe that they do not 
propose to be bothered with finding out—other- 
wise it would seem natural to expect that they 
would employ a non-partisan committee to make 
an investigation of the constant friction be- 
tween their own schools and their Nursing Edu- 
cation Department. 

The majority of states have no law providing 
for inspection of training schools. The schools 
maintaining good standards in these states have 
ne means of proving this fact outside of the 
home state. Anybody of unquestionable auth- 


ority which certifies to the fact that a good or 
required standard is being maintained is of as- 
sistance to that school in establishing its na- 
tional reputation for meeting the specified re- 
quirements. 


In addition to this, those of our graduates 
who are qualified by education and ability may 
desire to enter Teachers College for special 
preparation in teaching, either in training 
schools or Public Health. In either of these 
courses it is an advantage to be eligible for New 
York registration. One asks, ‘‘Why Teachers 
College?’’ Those who know its resources would 
assure you that there is no college in the world 
quite like it in its ability to give, in the shortest 
space of time, the maximum amount of instruc- 
tion applying specifically to the objective 
sought, with elimination of the non-essentials, 
in any given field. To quote in substance from 
Dean Russell’s recent address in Boston, ‘‘The 
purely academic point of view is in seeking 
what the subject will do for the student. Teach- 
ers College’s aim is to prepare the student for 
what he will do with the subject, and to cull 
from all sources those specific facts which bear 
directly on the student’s objective.’’ In these 
methods Teachers College excels, and undoubt- 
edly Teachers College goes a long way, though 
indirectly, towards maintaining the relative im- 


portance of eligibility to registration in New 
York State. 


Question 47—Are we over educating our 


nurses at the expense of personal care of pa- 
tients? 


That depends on the interpretation of what 
constitutes a safe and sane standard of train- 
ing. We have as many differences of opinion as 
there are states in the union. 


Prof. Leonard, Director of the School of Ed- 
ucation at Teachers College, in a recent ad- 
dress mentions, ‘‘certain groups of enthusiasts, 
who by promotion and propaganda, have ac- 
celerated the evolution of occupations and the 
result has been serious economic difficulties,’’ 
and he cites Nursing as ‘‘a classic illustration.’’ 
Nevertheless, most of the tendencies in our edu- 
cation of nurses are in the right direction—such 
as preparing the student to care for all kinds 
of sickness, general, contagious and mental. 

Certain tendencies, such as the arbitrary di- 
rection by outside agencies in arranging this 
training require considerable study by experi- 
enced field workers—while other tendencies are 
so dangerous as to cause concern—e.g., the 
propaganda of the Rockefeller Committee, which 
has never lost its foothold, and which is the 


driving force back of the proposed grading of 


schools by the N.L. of N.E., and which system 
is already operating in New York State. Few 
there are who realize the full significance of this 
movement, because few will take the time to 
wade through this report of 585 pages. 
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Included in this propaganda is a movement 
to debar all but high school graduates from a 
school of nursing—to reduce the course to two 
years and to fill these two years with purely 
educational material, employing faithful ser- 
vants to do the routine care of patients. Just 
where these faithful servants are to be found 
in sufficient numbers is not included in the re- 
port. 

Now, what is wrong with this picture? 

ist. The result of training only high school 
graduates would be to drive the small isolated 
schools from the field. These small hospitals, 
representing around 5000 institutions in the 
United States, as well as the State Hospitals, 
which constitute the majority in the 1000 group 
of large hospitals, are amply provided for in 
this propaganda by training attendants. 

2nd. Is it likely that these highly trained 
young people, in the first group, will go back to 
the small communities? Why should they? 
The responsibility is no more theirs than it is 
the physician’s duty to locate back in the coun- 
try. 

3rd. The students filling our small hospitals 
today are not of the class which would consider 
the status of attendants. There are too many 
other opportunities for self-support through 
useful service. 

4th. Graduate nurses are scarce outside of 
large cities and desirable graduate service for 
general floor duty is searce at any time. 

Sth. What, then, becomes of the small hos- 
pitals which safeguard two thirds or more of the 
population of the United States and the State 
Hospitals which provide for the larger propor- 
tion of the balance of population. In the par- 
lance of Hollywood—they do a gradual ‘‘ fade 
out’’ in this picture. 

A sketchy analysis of the present situation 
may lead to a better understanding and show 
why the general feeling is that the tendency 
towards inereased academic instruction is in 
danger of becoming top heavy. The required 
hours of instruction in Massachusetts are 454. 
This probably reaches 500 on account of exam- 
inations repeated. On a working basis of a 57 
hour week this represents eight weeks of in- 
struction hours, 9 at the most, and 9 weeks va- 
cation in three years seems to be the longest 
granted. This totals at the outside limit 18 
weeks time out of the 156 weeks in a three year 
course. In practice we still lack proper train- 
ing in the care of contagious diseases and the 
mentally ill, 

What does a three years training cost the hos- 
pital? It is safe to say not less than $2000 per 
student and probably over $3000 in many 
schools. Does the student make adequate re- 
turn? This is open to question in many 
schools, 

With apparently such a limited course of 
theory one questions why the program is so dif- 


ficult in practice.- I think most of us would 
agree that the difficulty rests in being obliged 
to adapt our institutions to the schedule rather 
than the schedule to the institution. Natural- 
ly, in sequence, comes the suggestion that we 
drop out of the race and adjust the schedule to 
fit the individual hospital. What would be the 
result? In a short time no applications to the 
schools of that state. Each state is in competi- 
tion with the rest of the United States for stu- 
dents and not one dares to risk falling below 
the accepted minimum standards. And who 
sets the standards and why do the nurses follow 
them? These standards are set by the same 
group back of the Rockefeller report and prop- 
aganda. These ideas are promoted at every 
National Convention and State Association 
meeting by the leaders in nursing education. 

There are many reasons why the 150,000 
graduate nurses of the United States continue 
to follow this leadership. We have yet to de- 
velop a sane middle party. Young people of the 
present age will never consent to return to a 
life of sacrifice and a broken down constitution 
in middle age and a subsistence on charity 
through one’s declining years. This experience 
has been dearly bought by the nursing profes. 
sion and it will never be repeated. While the 
majority do not wholly approve of present ten- 
dencies the choice is made between two evils. 

Any group of small hospitals willing to make 
the effort to study this situation and formulate 
a constructive program towards its solution 
would find similar groups in every state in the 
union waiting to join such a movement—and 
realizing that four fifths of the hospitals of the 
United States come under the heading of ‘‘small 
hospitals’? we would very quickly dispose of 
this oppression. 

However, it is only a question of time wheth- 
er we remedy our own difficulties or have the 
public take it out of our hands. To quote again 
from Prof. Leonard’s address—‘‘The laws of 
economy, although operating in subtle ways 
and although thwarted at times by concerted ef- 
fort on the part of social groups, ultimately de- 
termine the character of institutions and ultim- 
ately bound their efforts.’’ 


Question 48—Miss THurtow: How can the 
small hospital secure satisfactory nurses? By 
giving the nurse a training sufficient for the 
recognition of her diploma throughout the 
United States. 


The responsibility of maintaining the hos- 
pital does not belong to the student and if we 
cannot offer her as good provision for her fu- 
ture as she can find elsewhere we do wrong in 
taking three years of her time. Small philan- 
thropie general hospitals with their varied ex- 
perience would have less difficulty if students 
were not attracted to commercial hospitals by 
the greater financial remuneration during 
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training. There is no reason why the commer- 
cial hospital should not maintain a training 
school if the course given is sufficient to enable 
its graduates to practice throughout the United 
States, but as a rule such training is seldom 
found in these commercial organizations —u-ual- 
ly the school is exploited for service and profit. 
These schools will not long be on an approved 
list in any state, which will result in either one 
or two courses: loss of applicants, replaced by 
graduates or maintenance of a standard mini- 
mum training by the hospital. 7 

Satisfied graduates are our best recruiting 
agents. Physicians also recruit to advantage. 
Special inducements may be added such as 
special courses or increased remuneration. The 
physicians using the hospital should be known 
to give first preference to its graduates in the 
matter of employment. 


Question 49—Miss Tuurtow: What is the 
usual personnel for a 75 bed hospital with an 
average of 70 patients and 30 nurses and what 
wages should be paid? 


This question admits of broad interpretation. 
It might refer to a 75 bed private commercial 
hospital with single rooms predominating, a 75 
bed private philanthropic hospital with wards 
predominating, a 75 bed municipal hospital or 
75 bed special hospital. 

Assuming this to be a community hospital of 
the private philanthropie type with open wards 
and private rooms maintaining three services, 
surgical, medical, obstetrical—i.e., the most com- 
mon type of hospital. Undoubtedly, there will be 
ample surgical and obstetrical experience, but 
very limited medical. If the hospital is able to 
maintain a small pediatrie service this will re- 
quire a graduate in charge who has had, in ad- 
dition to her general training, a sound post- 
graduate course in pediatrics and contagious 
diseases of children. Lack of experience in 
either service usually leads to a quarantine 
about nine months in the year. 

Assuming that the superintendent of the hos- 
pital is also superintendent of nurses, a grad- 
uate personnel of 7 is absolutely necessary for 
safety. This includes an assistant superinten- 
dent, a night superintendent, a maternity su- 
pervisor, an operating room supervisor, a head 
nurse on children’s ward, if maintained, a 
dietitian and an instructor, who must be qual- 
ified for teaching practical work and who may 
relieve maternity supervisor for off duty time, 
—operating room supervisor and assistant su- 
perintendent relieve each other. — 

Head nurse on children’s ward should be used 
with caution for relief in other departments. 
If contagious disease develops in any other 
part of hospital it is very convenient to be able 
to blame the children’s ward for its origin. 

Each graduate in turn relieves the night su- 
perintendent. This arrangement necessitates a 


division of class work among all graduates, 
dietitian included, and does not provide for 
constant supervision of senior students in 
charge of wards. <A better and safer arrange- 
ment would be to use the instructor’s time en- 
tirely for teaching, both the practical work and 
as many theoretical subjects as she is qualified 
to give and add one more graduate as ward su- 
pervisor, whose duties consist in supervision of 
student’s work throughout hospital with spec- 
ial attention to those wards in charge of senior 
students. Under this arrangement the ward 
supervisor relieves daily the maternity supervis- 
or and is able to utilize this time to double ad- 
vantage, both in relieving the maternity super- 
visor and in cheeking up, during this relief 
period, the work of the students in this depart- 
ment. 

Salaries are governed largely by the situa- 
tion. Isolated localities are obliged to pay high- 
er salaries than locations which offer diversified 
interest for off duty hours. Experienced grad- 
uates are offered higher salaries than the aver- 
age rates. Salaries are also governed by the 
prevailing local scale. 

Modern Hospital for May, 1925, gives an an- 
alysis of surgical supervisor’s earning. Other 
salary scales may be obtained in detail through 
this same source. If the hospital resources per- 
mit, better results are obtained under al! cir- 
cumstances, but especially in small hospitals, by 
securing experienced and tested graduates and 
paying them salaries equal to those they could 
secure elsewhere. Small hospitals make grave 
mistakes in employing inexperienced graduates 
because lower salaries are accepted. These 
graduates aequire their experience at the ex- 
pense of the small hospital and training school 
and, except in unusual cases, prove more costly 
in the end. 


Dr. Greorar Il. Stone: Question 5 has been 
consolidated with Questions 47, 48 and 49. 


A With reference to discontinu- 
ing the school for registration in New York 
would we not debar our graduates from prac- 
tising nursing in New York by so doing? 

Miss Tnurtow: The law in New York per. 
mits nurses to practise anywhere if they have 
title. No graduate can practice under any other 
title than ‘‘graduate nurse.’’ Of course, the 
graduate has 47 States to practice in; but if 
you are taking in high school graduates, those 
graduates will want to go to Teachers College 
because most of our trouble originates in the 
Teachers College, and there is no particular col- 
lege which gives the degree except Leland Stan- 
ford and Minnesota. But none of them com- 
pare with Teachers College in the science 
of nursing. They have learned all the short 
cuts. Now the graduate if she wishes to get her 
degree there has to do some practical teaching. 
They find it easy to place their graduates, from 
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th». schools if the school is on the regents’ list. 
I’ -« school isn’t on the regents’ list, they take 
gocu care. 

“he law there is one thing that exasperates 


\i ssachusetts. We do not object to the law 
applying to us but we do object when it doesn’t 
apy in their own State, These graduates are 


put out as temporary teachers now for six 
months and then they let them go, and then 
they are employed; but if you attempt to do 
your teaching outside of New York State, you 
will go off the regents’ list and that is ‘what 
New ‘York State is doing, and this is what 
‘Teachers College is doing. Now outside of that 
their teaching is a reliable one; you know what- 
ever information you get from the Board of 
Regents is reliable if accurately checked up. 

If our graduates want to go to the western 
States, California or Colorado, they have no 
means of knowing about our schools, but if our 
schools are on that list-our graduates are not 
questioned; and yet a graduate will apply for 
work in California they do not take the time 
to look up, and that girl will not have opportun- 
ity to use her registration certificate. 1 have 
forgotten whether California has a compulsory 
registration law; I know Colorado has; and if 
a graduate from Massachusetts goes to Colorado 
to take eare of a patient in Colorado, I think 
Colorado allows three weeks for the nurse to 
be registered. It is compulsory registration, 
and if at the end of that three weeks she can’t 
meet the Colorado law, she has to get out or go 
to jail. She ean’t become a practical nurse 
there. We are in competition with so many 
States that usually if you have been passed by 
‘he Board of Regents of New York they know 
you have been inspected and your diploma has 
been inspected. 1 would like to see the time 
when a diploma from Massachusetts will be in- 
spected, but we haven’t got that far. 


Question 6—Is not the affiliation of the 
schools for nursing being carried to the ex- 
treme? 

Dr. Georce H. Stone: Some State laws re- 
qiure that you take up certain subjects as ehil- 

en’s diseases or obstetries, and if you haven’t 
the facilities, you have to affiliate in order to 
vive your nurses the chanee to register. But I 
am not acquainted with the situation enough to 
“ive an opinion and I would like to have some- 
b body else answer that. 


further discussion. ) 


(Jucstion 7—Should not every effort be made 
'» centralize the hospital plant? 


«. Grorce H. Svone: I think we all agree 

1) we should centralize our plant as much as 

ossible both in the physieal properties as in 

‘ve organization. The more central a hospital 
, the easier it is to take care of. 


Question 8—Should nurses be housed in the 
hospital building? 


Dr. Georce H. Stone: I think the answer to 
that is ‘‘not if you have a nurses’ residence.’”’ 


Question 9—How should the obstetrical ser- 
vice be arranged in a 50-bed hospital? Will 
every ward case have her own doctor? Should 
cases be considered medical or surgical where 
there is a mixed service? 


Mr. Cuartes Lee, Waterbury, Conn.: I 
don’t feel very competent to answer this ques- 
tion; however, I am willing to express myself. 
| think in regard to the first part of the ques- 
tion as to how the obstetrical service would be 
arranged in a 50-bed hospital would largely de- 
pend on the accommodations of that hospital. I 
think we all realize it would be the best way 
if they were able to have a ward for obstetrical 
service and a private service. Perhaps the per- 
son who asks that question is in a position where 
they are not able to have that; and it is possible 
that with a 50-bed hospital there is a scarcity 
of doctors in the community. 

Regarding the second part of the question— 
‘*Will every ward case have her own doctor?’’ 
~-if they are able to take care of ward cases, I 
think they would have a doctor on obstetrical 
ward eases. 

And the third part of the question—‘‘ Should 
eases be considered medical or surgical where 
there is a mixed service ?’’—-I should reply that 
if they have no obstetrical ward service, then 
the ward obstetrical cases would come under the 
medical service. 


(uesiion 10—Is the community chest the best 
method of raising money for the hospital? 


A Member: Unfortunately I think that de- 
pends on how much money there is in the com- 
munity. I happen to have been in New Haven, 
and three years ago they raised $559,000.00; 
and there are several social agencies in the com- 
munity, and they went over the top in getting 
everything they asked for. The following year 
they asked for $750,000.00 and got a little short. 
I happened to be in New Bedford, and with a 
population of 126,000 they went out for $126,- 
000.00 and they fell short by 50 per cent. So 
every agency was cut down. Of course, that 
hurt. It didn’t hurt us as badly as some of the 
social agencies which had to dispense with 
workers, and that meant that a certain number 
of visits that could be made had to be dis- 
pensed with. My personal opinion is that if 
there is enough wealth to get your full budget, 
to go ahead. At the present: time Boston is 
considered a community chest or community 
welfare and I think Providence is also. My 
personal opinion is that it depends entirely on 
the locality where you are and on the wealth 
there is in that loeality. 
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Question 11—What are the best methods of 
conducting clinies for educational purposes? 


Dr. Cuartes A. Drew, Worcester: I didn’t 
quite understand the question and I doubt if I 
could speak intelligently about conducting clin- 
ies, such clinies as are conducted in hospitals 
affiliated with medical schools. We do have 
clinies for the physicians of the city, and I 
asked Dr. E. L. Hunt to speak from his experi- 
ence but he will not be here until late in the 
afternoon. So we will pass that over, but if 
that question means the best method in a city 
where there is no medical school, I might dis- 
cuss it, but if it means in a city where there 
are clinics for medical students, that is another 
thing. 


Question 12—How can the efficiency of rec- 
ord-keeping be best maintained where staff doe- 
tors are busy and funds limited for clerical as- 
sistance? 


Mr. Cuartes Lee, Waterbury: I think we 
are all realizing more and more the need for ef- 
ficient records and their being kept up to date. 
Probably the main difficulty which most of us 
have is in having them complete and kept up to 
date. We have been partly successful in ac- 
complishing that in the last year or so in this 
way—our medical and surgical staff annually 
appoint a director of records who has entire 
charge of all the records in the hospital, that is, 
supervision and control of them. When a case 
leaves the hospital, the record of that case has 
to be completed within a certain number of 
days. If the record isn’t complete, the doctor’s 
name is put in a black-board and the figure 1 is 
put after it, meaning that it is the first request. 
If that isn’t responded to, the figure 2 is put 
up with the date the patient left the hospital. 
If there is no response to that second request, 
a letter is sent to the doctor, stating that if his 
record isn’t complete within one week, the mat- 
ter will be presented to the executive committee 
of the board of directors; and as yet there 
hasn’t been one case that had to go to the board 
of directors. Ninety per cent. of them are com- 
pleted on the first request. 

It is true that most of you have difficulty in 
finding a man who is as much interested in the 
job as the one we have. He is an unusual man 
and holds himself up to the line and gives a 
good deal of time to the work and enjoys it 
and holds everybody up to keeping his record 


up to date. The whole thing hinges on getting 
a man of that type. It has worked out well 
with us. 


A Memper: Might I ask if this director re- 
ceives any compensation ? 
Mr. Cuartes Lee: No, he does not. There 
is another point in regard to the limited funds 
for clerical assistance. I might say that the 
only assistance we have is a record clerk, a full- 


time clerk, who gets $80.00 a month and her 
mid-day meals. 

Dr. D. L. Ricwarpson, Sup’t, Providence 
City Hospital, Providence: In a certain class 
of hospitals, particularly such a hospital as we 
have in Providence, this is a method I have fol- 
lowed out—we have no histories made, but the 
physician in charge is responsible for those ree- 
ords; and together with my assistant the in- 
ternes meet in my office and the record clerk has 
collected the histories of the previous week up 
to midnight of the night before, and I per- 
sonally or my assistant goes over each case to 
see if the diagnosis is correct and go over the 
history and check it up. The internes don’t 
like to come in and face us with the records 
not ready. 


A MemsBer: I am a superintendent of a 150- 
bed hospital We have a nurse especially 
trained as record clerk and she has some com- 
petent assistants. This question interested me 
from the viewpoint of when the doctor is too 
busy. I am willing to go on record that when 
the doctor is too busy he usually wants to go 
out to play golf, and we give him 36 hours, and 
if that record isn’t made, the record clerk ealls 
it to my attention, and I get the doctor on the 
carpet. We have had difficulty at first but not 
now. I think the question of the doctor being 
too busy is one more excuse for not doing work 
which isn’t pleasant. The work takes only a 
few more minutes of time as we have steno- 
graphic assistance or the doctor can delegate it 
to the interne, and it is up to the doctor to fol- 
low it up despite the fact that the interne is 
given the privilege of making the examination 
and the record. 


Question 13—Does a teaching course in hos- 
pital administration necessarily have to be given 
as a university course? 


(There was no discussion of Question 13.) 


Question 14—How should the medical staff 
be organized ? 


Dr. Cuartes H. Youne, Portland: I don’t 
know; I have never seen one properly organized 


as yet. It is too large a question to answer in 
a few words. 


(Juestion 15—Is it advisable to standardize 


the charges in hospital out-patient depart- 
ments ? 


Dr. Georce II. Stone: I don’t see how you 
ean standardize the charges. You either have 
one without charge or you have one with a 


sliding charge, and charge what the patient 
ean afford to pay. 


Question 16—What is meant by part-paying 
patients as compared to ward patients and pri- 
vate ward patients? 
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Dr. Georce H. Stone: I don’t think there 
is any difference if a ward patient pays part. 


Question 17—What should be included in a 
residence for nurses besides sleeping quarters 
and reception rooms. 


Dr. B. Henry Mason, Boston: It is evident 
that there are a lot of things you might ,men- 
tion—toilets and baths as the first thing and 
then broom closets. There are so many things 
to be ineluded that I have made some notes. I 
think there should be a class room and that 
should be of adequate size, and a suite of rooms 
of which the class room is one, including a lab- 
oratory for laboratory work and a lecture hall 
or a lecture room where the nurses could have 
special lectures if the class room didn’t have a 
lantern, where they could have entertainments 
and amusements. It seems important to have 
an instructor’s office so that the instructor may 
know that she has some headquarters, a place 
that the instructor can eall an office. I think 
a guest chamber is important. Most homes af- 
ter a short time are found to be crowded, and 
when someone has a friend come to stay over 
night, there is no place unless they go to a 
hotel. There should be a sewing room and a 
library which library should be in connection 
with the suite and a kitchen or diet kitchen 
where the nurses can make fudge and Sunday 
mornings after duty can make toast and have 
their feeds. A laundry should not be over- 
looked which is important, and in connection 
with the laundry there should be an adequate 
drying room. I don’t recall anything else at 
the present time. 

Dr. D. L. Ricnarpson, Providence: In 
Providence we are considering adding a large 
addition to our nurses’ home, and the nurses in 
charge of our training school were told to plan 
for what they wanted and to be satisfied with 
what they would get, and all requests are being 
considered. For lack of space and lack of mon- 
ey a bathing pool has been omitted and a hand- 
ball court, and there is still space for bowling 
alleys which hasn’t been rejected. The things 
which probably will be provided besides what 
we have in our home are a very much larger 
laboratory and a larger audience room, seating 
450 people, and three class rooms taking care 
of 30 to 60 people each, a massage room and a 
ieacher’s office. All those things are being con- 
sidered, but there is the question of space. 

Dr. Grorce H. Stone: Questions 19 and 20 
have been taken up. Questions 21 and 22 will 
os answered together. 


Dr. Mason, Boston: I think there is no 


chanee of questioning the necessity of isolated 
rooms for night nurses. That there should be 
rooms in the home of a large training school 
for nurses depends perhaps very much on the 


location of the home and the distance from the 
kitehen and whether the hospital has provision 
for the care of nurses. It seems, however, prac- 
tical that there should be at least a small suite 
of three or four rooms for those cases that do 
not need to go to a ward to have ward care; 
and if the hospital doesn’t have isolation quar- 
ters or a private ward for sick nurses, it seems 
highly advisable that there should be an ade- 
quate infirmary in the nurses’ home. 


A Memser: The nurses’ home should 
be made as much like their own individual 
home as possible. Why place restrictions 
on the nurses’ home by placing someone 
ill in that home? Why not take the 
nurses into the hospital where they belong? 
Suppose you have only one nurse or a half a 
dozen nurses ill? Can’t that nurse be taken care 
of better in the wards? I think it is unusual 
to have nurses ill in the home when we advocate 
to the public going to the hospital and to have 
nurses when sick not go to the hospital. 

Dr. Cuartes A. Drew, Worcester: I agree 
with the last speaker that the home should not 
be near the hospital and that the sick nurse is 
eared for better at night if she is under the 
eye of the night supervisor; and we provide for 
our nurses in private rooms in the hospitals. At 
the time of the flu epidemic we had to give over 
a whole ward to the nurses, and we do not care 
to have them in the nurses’ home at all. 

Miss K. M. Prinpivitte, New London, Conn. : 
As regards the Memorial Hospital in New Lon- 
lon we have an infirmary and a rest room for 
the student nurses, and it is off the main cor- 
ridor by a lobby; and when a nurse complains 
of illness, she is sent to the infirmary until 
the school physician sees her and recommends 


whether she is to be admitted to the infirmary . 


or given treatment, but there is a-student in- 
firmary. 

A MemsBer ——-: I believe there is advantage 
of having a place in the nurses’ home 
where they can be taken care of when ill. I be- 
lieve more nurses would be taken care of better. 
I believe this would encourage nurses to report 
when ill if there is a place in the nurses’ home. 

Dr. Mason (Who first discussed question): I 
believe that would work just the reverse unless 
the nurse wasn’t serious in her complaint. She 
would rather enter the hospital than go into the 


home. 
(To Be Continued) 
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CASE 12151 
NEUROLOGICAL DEPARTMENT 


An Armenian boy eleven years old came to 
the Orthopedic Out-Patient Department July 
18, 1917. His complaint was deformity of the 
right foot and disability of the right side, This 
had existed since he was six months old, when 
his mother fell with him, striking his head. He 
was lame from the first time he walked, at two 
years. He showed no mental defect. When ex- 
amined at eleven his right side was less well 
developed than his left. The leg was not shor- 
tened, but held in adducted position. The tendo 
achilles was short and tight. He was referred 
to the Neurological Depariment in 1917. A 
diagnosis of right hemiplegia was made, for 
which he was treated by mechanical means. 
The following year he developed glands, pre- 
sumably tuberculous. These were treated and 
finally healed satisfactorily. 

On July 30, 1918, he entered the hospital. 
The examination showed a depression on the 
posterior part of the vertex of the skull to the 
left of the midline, with brain pulsation. The 
heart was somewhat irregular. There was 
slight dullness over the base of the right lung. 
The right leg was held in permanent flexion at 
the hip. The knee was flexed. The right thigh 
was completely adducted. No reflex changes 
were noted at the time. The right thigh and 
the right calf were definitely smaller than the 
left. There was apparent but no real shorten- 
ing of the leg. August 1, 1918, the hip was 
operated upon under ether and the tendo 
achilles lengthened. The cast was removed on 
September 16, showing good mechanical results 
from the operations, X-ray showed deformity 
of the head of the right femur. 

On March 19, 1926, he was referred to the 
Neurological Department and gave the history 
which has been in part already stated. He was 
born at full term. The delivery was normal, al- 
though he is said to have weighed 11 pounds. 
He was breast fed for two years, then had the 
“regular family food.’’ He had measles in 
1908, double pneumonia in the same year, He 
walked at two years, but has always limped. 
Following the removal of the cast after opera- 
lions on the thigh and leg he developed a right 


sided spasmodic rigidity, coming in infrequent 
attacks but increasing of late. These attacks 
now come spontaneously, beginning in the leg, 
extending to the arm, with tremor and spas- 
modiec movements followed by unconsciousness 
for two or three minutes. They invariably oc- 
cur in bed. The left side is never affected in 
these attacks. In general he is well. The bow- 
els are reasonably regular. He has no head- 
ache, vomiting or nausea. 


The physical examination shows over the left 
vertex posteriorly a crater in the skull about an 
inch and a half in transverse length and about 
half of an inch in anteroposterior length. The 
bone is lacking in this area. The pupils are 
normal in size, equal and ecireular. Light res- 
sponse, accommodation, fields, and fundi are all 
normal. He has no nystagmus. The hearing is 
unimpaired and the Rinne test is positive. The 
other cranial nerves are negative. There is no 
obvious paresis of the right seventh nerve in 
any of its branches. The tongue and throat 
are normal. The teeth are in fair condition. 
The arm reflexes are unequal. The elbow, wrist 
and biceps are active on both sides, but more so 
on the right. There is no ataxia. Motion on 
the right is somewhat limited. Sensation is un- 
impaired. His strength by the dynamometer 
registers 55 on the right and 90 on the left. The 
leg reflexes are also unequal, the right greater 
than the left. There is no clonus. There is a 
plantar reflex on the left and a strongly sug- 
gested Babinski response on the right. There 
is no Romberg sign. Sensation of the legs is 
normal, Position sense is normal. There is 
some disorder of motion on the right. The gait 
is hemiplegie in type. The abdominal reflex 
is present, right rather less than left. The ab- 
dominal organs are negative. The sphineters 
are normal. The heart shows no abnormality. 
The pulse is 98, the blood pressure 120/85. Be- 
yond a slight tendency to stutter his speech is 
normal. The right arm is half an inch smaller 
than the left, and also about an inch shorter. 
The right thigh measures 18 inches, the left 20 
inches. The right leg measures 10° inches, 
the left 12%4. The spinal fluid examination 
shows the following: Goldsol 0000000000, total 
protein 26, 2 cells, initial pressure 100, on jugu- 
lar compression 800, return pressure 95, am- 
monium sulphate and aleohol negative. Was- 
sermann negative. The blood Wassermann is 
also negative. The patient shows absolutely no 
mental defect. 


Discussion 
BY EDWARD WYLLYS TAYLOR, M.D. 


The depression in the skull of course was 
present before. It was about an inch and a 
half in length and half an inch in width. 

He had had a double operation done in the 
Orthopedic Ward, in which the hip was oper- 
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ad upon and also the tendo achilles was cut. 
lie was then put in a east which was removed 
on September 16th. 

Yhe transition from breast feeding to ‘‘reg- 
ular family food’’ was rather rapid, I suppose. 

The point that I wish to emphasize here is 
‘ia following the removal of the cast following 
\- hip operation when he was eleven years old 
\. developed a right sided spasmodic rigidity 
.oviated with attacks epileptiform in char- 
acier. 


llis stuttering has nothing to do with the sit- 


ation. 
The spinal fluid examination is entirely neg- 
ative, 

llere is a boy of twenty, with a perfectly 
definite history; there are three points which I 
wish particularly to emphasize: 

(1) When he was six months old his mother 
fell with him. He must have struck, I should 
suppose, a sharp object and had a definite skull 
depression here, the position of which please 
note. It is eertainly posterior to the central 
fissure. Apparently nothing surgical was done 
at the time. He grew up with a paralysis of the 
right side of the hemiplegic type. Therefore 
we must assume that at the time of the accident 
something happened of a pathological nature 
to the brain, presumably to the cortex, on ac- 
count of the character of the injury, and also 
from the faet that his face has never been in- 
volved to any degree. We note that his right 
leg and arm were affected, and also, as we 
shall see, that the seizures always begin in the 
leg and extend to the arm. 


What happens under these conditions is of 
course somewhat vague,—presumably circula- 
tory-traumatie edema with secondary changes 
which are sufficient to interfere with the fune- 
tion of the cortex and lead to a permanent dis- 
ability, namely, a traumatie hemiplegia. 

(2) The next point of interest is the fact that 
at the end of eleven years he develops epilepti- 
‘orm seizures. Through the entire intervening 
period he is altogether free from any such at- 
‘acks. At the age of eleven, coincidental with 
‘ie removal of a plaster east for a surgical pro- 
vocure whieh ean have nothing more than a 
coincidental interest, he develops a_ perfectly 
dcfinite series of epileptiform seizures of the 
Jacksonian type, the focal type of epilepsy, be- 
cuning as I said in the right leg, invariably 
“Xiending to the right arm, not involving the 
‘ece to any extent, never extending to the left 

associated with a loss of consciousness of 
' brief duration, pointing of course to a dis- 
irbance on the left side of the brain, which 
-orresponds entirely with the hemiplegia and 
vita what we know of the lesion which lay here. 

\5) The third point of importance—of great- 
“s' practical importance—is, what is to be done. 
! am glad that Dr. Mixter is here to give us his 


l 


point of view regarding it. Are these cases 
operable? Is it desirable to operate in a case 
of such long standing? Is there a possibility 
of relieving the condition entirely? Is there a 
possibility of rendering the existing condition 
still worse? These are matters of the greatest 
surgical and practical importance from every 
point of view. Here I should like to leave the 
matter in the hope that there may be some com- 
ments on it. 
Dr. Mixter: Have we any X-rays? 


Dr. Hotmes: Yes. It is an extremely un- 
usual X-ray picture. In the area in the skull 
which corresponds roughly with the depression 
there is a complete absence of bone, so far as 
ean be determined by X-ray, an area which 
looks very much as though he had had a tre- 
phine operation and a section of the skull re- 
moved, and beneath that a dark area which 
looks like air or some substance that is not 
brain, that is less dense than brain, a cavity be- 
tween the brain and the skull. I have never 
seen anything like it before. 

Dr. Mrxter: Is there not another defect 
shown in the lateral plate beside the punched- 
out area that you spoke of? Is there not an- 
other change in the bone further anterior? 

Dr. Houmes: There is a thin area there, but 
I should doubt if we might not find the same 
thing in a normal skull. I do not know whether 
it has any connection with this or not. 

Dr. Mrxrer: «It was mentioned in the history 
that not very many months ago pulsation could 
be felt in this area. 

Dr. Taytor: It was so stated. 

Dr. Mixrer: At the present time there is no 
evidence of brain pulsation. At the same time 
the area does feel softer than the surrounding 
bone. I think that it is very valuable for us 
to have the opinion of the Neurological Depart- 
ment as well as my opinion as to the advisabil- 
ity of surgical treatment in this ease, and I 
hope that Dr. Taylor will give us the benefit 
of his opinion. He is asking mine first, so I 
suppose I shall have to give it. I should have 
liked to hear his first. However, in consulta- 
tion it is often wise for the junior to give his 
opinion first and then be criticized by the se- 
nior. In a ease of this sort, where there is defin- 
ite disability from weakness or from hemipare- 
sis, and where there is possibility or probability 
of disability of a very marked degree from the 
epilepsy which to my mind is far more impor- 
tant to this young man’s well-being than the 
weakness which he has in the right side of the 
body, my own feeling is that any amelioration 
of those symptoms is of the utmost importance 
to him. I believe that in a ease of this sort we 
have definite indication as to the site of the 
lesion and a definite indication to explore that 
area to remove if possible the pathological proe- 
ess which is going on, with the reasonable ex- 
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pectation that his condition will be very defin- 
itely improved, with the reasonable expectation 
that no serious damage should occur to him as 
a result of that operation, and with the prob- 
ability that there will be a certain amount of 
residual weakness on that side of the body no 
matter what is done. 

As to the pathology to be expected :—-In gen- 
eral I should expect to find in a case of Jack- 
sonian epilepsy a thickening and scarring of 


PLATE I. 


this case, whether we are dealing with simply 
the scarring spoken of before, or whether we 
are dealing with a neoplasm arising at the point 
of injury, which occasionally occurs. Meningi- 
oma or dural endothelioma does occur at the 
point of injury at times. I can recall at least 
two such cases very definitely, and in going 
over the records of this hospital or of the Brig- 
ham Hospital we should find a good many. 
My advice would be surgical exploration with 


Shows in the area corresponding roughly with the depression in the skull an area which looks as though 


a section of skull had been removed. Beneath that is a dark area which looks like air. 


the dura with adhesions between the dura and 
the arachnoid at the point of injury, and be- 
neath these adhesions a lifting up of the arach- 
noid and depression of the brain by cerebro- 
spinal fluid caught in that position. This lake 
of cerebrospinal fluid probably would extend 
well outside of the area of bone destruction, and 
probably would extend in a direction pointing 
toward the Sylvian fissure. That is the com- 
mon type of pathology as I have seen it in oper- 
ating on similar cases. Now in this particular 
individual, on account of the very peculiar 
Roentgen ray findings we wonder whether 
there is a different form of pathology present in 


the definite hope of amelioration of symptoms 
and with a reasonable hope that there would be 
no brain damage as a result of operation. To 
do such a case as this I should turn down a 
good-sized flap running fairly well up toward 
the median line and giving free exposure, rath- 
er than any small local exposure over the area 
in question. If one finds such a process as we 
have spoken of with destruction or damage to 
the dura and arachnoid, it may be that the ab- 
normal dura should be removed and the result- 
ing defect filled with fascial transplant, this in 
turn being covered by an outer table bone-graft 
to fill the bony defect. That is something which 


686 
ee 
4 | 
é% 
x 


Volume 194 CABOT CASE RECORDS 687 


Number 15 


would have to be decided at the time of opera- 
tion. 

Dr. Hotmes: How ean you explain that ex- 
tremely diminished density like air? It cannot 
be fluid, as you suggest. 


* 
= 


creased density. He has an area of complete 
absence of bone. That would be very unusual 
in a fracture. 

Dr. Mrxrer: But it must have been a frae- 
ture originally, or else destruction of the bone- 


PLATE Il. The same. Anteroposterior view. 


Dr. Mixter: I don’t explain it. 


forming mechanism when the skull was very thin. 


Dr. Youne: How do you explain pulsation] Dr. Houmes: I have never seen a dark area 


a little while ago and not now? 


like that represented by anything but air. I 


Dr. Mrxrer: He is older. I think he has| suppose fat might do it. 
probably formed a certain amount of bone| Dr. Mrxrer: There is no fat there. There 
around the edges, and the sear has thickened up.| must be fluid. But Dr. Holmes says it can’t be 
Dr. Homes: <A fracture usually shows as in-! fluid. 
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Dr. Hotmes: Fluid could not cause that 
shadow. 

Dr. Tayvor: The question of a tumor as a 
possible cause of this difficulty seems to me very 
doubtful. He has no inereased intracranial 
pressure. His fundus is perfectly normal. He 
has a little headache now, probably due to a 
lumbar puncture a few days ago. Ile is a good 
scholar, and has no disabilities except those 
which are apparent. 

Regarding the advisability of operation in 
this case, I should go very largely by Dr. Mix- 
ter’s advice. I also agree with him about it. 
With the advance in technique of the surgery 
of the skull and brain we ean attempt opera- 
tions now which would not have been seriously 
thought of a few years ago. In other words, 
the possibility of increasing the difficulty is very 
small in the hands of a skilled surgeon. There- 
fore it would seem to me advisable, particularly 
perhaps in view of the uncertainty as to the 
significance of the findings as shown by X-ray, 
to explore this area. I do not believe it is go- 
ing to help his hemiplegia to any material de- 
gree. I think it will probably, or may, help 
the epileptiform seizures. 

Tne Patient: I don’t have those often now. 
I haven’t had one for a long time. 

Dr. Taytor: Ile now says these attacks are 
not a very serious handicap, They occur only 
at night. At one time they oeeurred during the 
day. We therefore would advise that he come 
in some time for study, with a view to operative 
procedure such as Dr. Mixter suggests. 

Dr. Mrxrer: Of course if the epileptiform 
seizures are beeoming less frequent I think it 
would be perfectly proper to delay surgical op- 
eration. My impression when I gave my opin- 
ion was that the epileptiform seizures were fully 
as frequent if not more so than they had been. 
That of course would make a difference. 


Dr. Taytor: I will find out from his 
mother.* 


In the past few days we have had two other 
cases in young people, both developing a hemi- 
plegia and epileptiform seizures without trau- 
matism, that is, without an external trauma- 
tism. The question of operation in such cases 
is a very much more serious and doubtful one 
than in a ease like this, where, as Dr. Mixter 


says, the location and the indication are so well 
defined. 


DIAGNOSIS 
Old fracture of skull. 
Right hemiparesis. 
Jacksonian attacks. 

NOTE 


Operation has been advised in this ease. The 


*The attacks have not apparently increased in frequency. 
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consent of the family has not been obtained. 
In case operation is done the findings will be 
given in a note to be published later. 


CASE 12152 
SurGicAL DEPARTMENT 


A married Englishwoman fifty-three years 
old entered June 6 for the first time. One 
brother died of heart disease. Her general 
health was not very good. As a young girl she 
had ‘‘pneumonia’’, and later neuralgia of the 
face and head. One child died at birth; seven 
others were living and well. She used to suffer 
at one time from migraine, but did not have it 
now. She had had slight dyspnea and palpita- 
tion coming on gradually during the past two 
years. Her bowels were always constipated. 


For the past two months she had had epigas- 
trie distress and four attacks of acute pain 
radiating through to the back and sometimes up 
to the right shoulder, accompanied by vomiting 
and jaundice. During these attacks the bowel 
movements were light colored. The attacks 
seemed at times to be related to meals, at other 
times not. The first attack of pain of this sort 
oceurred when she was in her thirties. The 
pains recurred from time to time and four years 
ago became so severe that she was operated 
upon. After this she had relief for two years. 
Fifteen months before admission she was oper- 
ated upon a second time. She then had no 
more trouble until two months before admis- 
sion. For the past two months she had been 
troubled almost daily with epigastrie distress 
and had had four of the old aeute attacks of 
pain. 

Examination showed a fairly well developed 
and nourished woman. There was a sear of a 
high right reetus operative incision. In _ the 
right hypochondrium was slight tenderness 
without spasm. Upon pelvie examination the 
fundus could not be elearly palpated, but 
seemed to be retroverted. The rest of the ex- 
amination was negative. 

Before operation the urine showed a specific 
gravity of 1.026, 10 to 12 red blood corpuscles 
per high power field at one of two sediment ex- 
aminations, occasional leucocytes at the other, 
a catheter specimen, The amount is not record- 
ed. A Wassermann was negative. 

X-ray showed the kidney outlines visible on 
both sides, apparently normal in size and shape. 
There were several shadows low in the pelvis, 
probably phleboliths, also a shadow overlying 
the sacrum in the course of the ureter on the 
left side, possibly a stone, but probably an arte- 
fact. The plates of the gall-bladder region were 
negative. There was no evidence of abnormal- 
ity in the stomach, duodenum or small intes- 
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tine, .xeept rather poor gastric tone. The ba- 
rium cuema had begun to enter the cecum at 
six hours. At twenty-four hours it had reached 
the ~emoid, and the eeeum contained a smal! 
amount of barium. No definite abnormality 
was scen in this region. There was some ten- 
dern ss in the right upper quadrant, possibly 
due io gall-bladder disease. 

Before operation the temperature was 97.6° 
to 12°, the pulse 70 to 120, the respiration 
19 29, 

June 10 operation was done. She made a 
goo! convalescence and June 25 was discharged. 


July 3 the following year she reported that 
she had no symptoms relating to the biliary 
tract. 

She continued to feel perfectly well until the 
June of the second year after operation. She 
then had a sudden attack of severe cramp-like 
pain in the right subeostal region lasting two 
hours and disappearing as suddenly as it came 
on. For a week after this she felt weak, lost 
appetite, and had elay colored stools, dark urine 
and considerable gas. For a few days her right 
side felt sore and uneomfortable. The follow- 
ing November she had another attack of the 
same sort, and at Christmas another. During 
the following February and Mareh she had 
four such attacks at intervals of about a week, 
lasting about two days each. At these last at- 
tacks she had nausea, vomiting, jaundice and 
slight subeostal discomfort. The middle of 
April she had an attack which lasted four days. 
In addition to the old symptoms she had drow- 
siness and vomited something which she said 
“looked like bile’’ and tasted bitter. May 2 
she had another attack. In addition to the 
acute attacks she had chronie constipation and 
poor appetite. 

May 4 she entered the hospital for the second 
time, 

xamination showed slight jaundice of the 
skin and selerae. There were no abdominal 
mivsses or tenderness. Pelvie examination was 
negative exeept for a small localized cystocele. 
Boil legs showed marked varicosities. 


The chart was not remarkable. The urine 
\. dark amber, cloudy, specifie gravity 1.032, 
‘5 ghtest possible trace of albumin, no bile. 
/« stools were light brown, X-ray showed no 

— of organic disease in the stomach or 
ilenum. 


le patient strongly opposed operation. It 

» therefore decided not to do it unless the 
pau i intolerable. May 8 she was dis- 
_-\!ter leaving the hospital she felt fairly well, 
«'sough she was rather weak. May 13 she had 
‘Ss, nausea, and a prickling sensation in the 
|-bladder region beginning at night. The 
‘owing day she was definitely jaundiced 
«tin and the urine was very dark. After this 


attack she felt rather weak and very sleepy, 
and had oeceasional twinges of pain in the right. 
upper quadrant. 

May 24 she entered the hospital for the third 
time. 

Complete physical examination was not done. 
She was still slightly jaundiced. The heart was. 
normal, The blood pressure was 130/80. The 
right upper quadrant showed slight tenderness. 
Neither the liver nor the gall-bladder was felt. 


May 28 operation was done. She made a good 
ether recovery. She had some difficulty in 
voiding. June 4 the urine obtained by cathe- 
ter was bloody. There was a residual of ten to 
twenty ounces. June 9 she seemed pretty well 
and was allowed to sit up in a chair, but felt 
so badly that she was put to bed again. The 
stools were clay colored. The dressing was 
flooded with bile. 

June 10 another operation was done. 
hours later the patient died. 


Three 


DiIscUSSION 
BY EDWARD L. YOUNG, JR., M.D. 


I take it this first operation was not done 
here. 


If this is a catheter specimen, the red blood 
corpuscles in the urine should be taken serious- 
ly. 

It seems as if this story was too definite to 
dodge the diagnosis of biliary-tract disease. 
We do not know from the record what was done 
at the other hospital—whether she had her gall- 
bladder out or not? Whether there were 
stones ? 

Miss Painter: There is no report here ex- 
cept her own statement. 

Dr. Younea: Because it sounds like one of 
the large number of eases operated on for bil- 
iary-traet disease where there is recurrence of 
trouble. Just what that percentage is it is hard 
to say. It probably varies a great deal in var- 
ious clinics. Moynihan says that over twenty- 
five per cent. of all the gall-bladder surgery he 
does is done secondarily where a first operation 
has failed to relieve. | 

A recurrence of symptoms after operation 
on the biliary tract is far commoner I think 
than is ordinarily supposed, if we summarize 
various statistics for recurrent symptoms. 
These symptoms are due generally to one 
of three factors. (1) If stones are originally 
present they may be left behind or new ones 
may form. That happens in necropsied cases in 
from thirty-three to nearly fifty per cent. of 
cases. In about one case in seven where secon- 
dary operations are done and stones found it is 
estimated that stones have reformed and not 
been left behind. (2) Then there is the persist- 
ence of infection. With the majority of cases 
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of cholelithiasis there is infection. If that in- 
fection has been present long enough it will 
persist as a hepatitis of greater or less degree, 
and following operation will make further 
trouble. Or the infection may have gone on to 
pancreatitis and that will make further trouble. 
(3) Then there is a factor which is really very 
little understood, which has been emphasized by 
various men, and that is the chemical change in 
the blood which is practically always present in 
stone cases, and if it persists may of itself cause 
symptoms. That is a little understood condi- 
tion. This story sounds to me as though it 
might fall into that group. 

Will Dr. Holmes comment on any of the 
X-rays ? 

Dr. Hotmes: The X-ray examination is neg- 
ative. The first two plates are of the gall-blad- 
der region and fail to show any gall-stones or 
the outline of the gall-bladder. This was before 
we were doing the Graham test. I think nega- 
tive plates like these are of no particular value. 

Dr. Youna: I was interested in the lower 
one because of the microscopic blood. 

Dr. Hotwes: We ean see the outline fairly 
well of the left kidney in the plates of the urin- 
ary tract. It looks rather low. The right is not 
visible. In the plate taken of the pelvic region 
there are several shadows low down, undoubted- 
ly phleboliths, and overlying the sacrum in the 
eourse of the ureter on the right side there is 
a small definite shadow which we interpreted 
as an artefact, which may be a small stone. 

Dr. Youne: Even if it is a stone it is so 
small it will pass of itself. The reason I empha- 
size the red cells is that chronic interstitial 
nephritis often causes this amount of blood, 
and we all know that condition can be present 
without any particular evidence. If we add 
the load of operation to that in certain cases it 
is disastrous. 

I do not see anything to do but to go gun- 
ning for whatever may be there,—stone as a 
first bet, infection as a second, adhesions a very 
poor third, because recurrence of symptoms af- 
ter operation on the gall-bladder is rarely due 
to adhesions alone. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Cholelithiasis. 


PRE-OPERATIVE DIAGNOSIS JUNE 10 
Cholelithiasis, recurrent. 


FIRST OPERATION 


Gas and ether. Six-inch upper right rectus 
incision. There were many adhesions. The 
gall-bladder was contracted. The common duct 
was dilated. In the common or hepatie duct a 
stone was felt which slipped up into the liver. 


The common duct was opened and a stone seven- 
tenths of a centimeter in diameter removed with 
much difficulty. A T tube was inserted into 
the common duct after passing the catheter into 
the duodenum. A small rubber drain along- 
side the T tube. 


PATHOLOGICAL REPORT 


A small fibrous gall-bladder with a cherry- 
sized stone. 
Chronic cholecystitis. 
Cholelithiasis. 


FurtHER Discussion 


In other words, the previous operations had 
been simply removal of stones, not removal of 
gall-bladder, and we do not know whether or 
not there had been stones removed from the 
duct. It is certainly discouraging the way 
stones can be present in dilated hepatic ducts 
and entirely avoid detection either with the 
probe or with the skilled touch. The great 
safeguard, I believe, is that if the largest of the 
stones are removed the dilated duct which is 
drained will allow the smaller ones to come 
down and escape either through the drain or 
through the papilla. Either suction or washing 
out of the ducts has been attempted to wash 
out stones that could not be felt. 


At her next entry she had almost surely an- 
other ball-valve stone in the common duct. 
There have been cases reported where three or 
more operations have been necessary before a 
patient has stopped forming gall-stones. I 
think Judd has reported several cases where 
several operations were done and each time a 
single stone was found, which was suggestive 
of the reformation of stones. 

In view of what little we know of blood 
chemistry it would have been interesting to 
know whether this patient showed a high choles- 
terin content, and whether it could have been 
helped by diet in an attempt to reduce it. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Cholelithiasis, recurrent. 


PRE-OPERATIVE DIAGNOSIS MAY 28 
Cholelithiasis, recurrent. 


SECOND OPERATION 


Gas-ether. Median epigastric incision. The 
common duct was found to be dilated to about 
three-quarters of an inch in diameter and con- 
tained three stones, all of which were about half 
an inch in diameter and covered with at least 
a quarter of an inch of soft detritus. The pap- 
illa was evidently dilated, as a large uterine 
probe was put through it with great ease. The 
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common and hepatie ducts were washed out. 
No more stones were found. 


FurtTHER Discussion 


| do not understand this residual unless the 
eystocele is mechanically making trouble. 

The dressing flooded with bile suggests an- 
other stone which has made the sinus break 
loose and prevented the bile going into the in- 
tesiine. 

PRE-OPERATIVE DIAGNOSIS JUNE 10 


Biliary fistula, postoperative. 
THIRD OPERATION 


Under local anesthesia a three-inch incision 
was made and the left rectus musele split. A 
jejunostomy was done. The patient returned 
to the ward in poor condition. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Stones in common duct. 
Removal of stones from common duet. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 
Cholelithiasis, recurrent. 


ANATOMICAL. DIAGNOSIS 


— 


. Primary fatal lesions 


Cholelithiasis, recurrent. 
Stones in the common bile duct and in the 
bile duets in the liver. 


bo 


. Secondary or terminal lesions. 


Slight cholangitis, hepatie duct. 
Localized peritonitis, chronie and acute. 
Foeal degeneration of the myocardium. 
Central degeneration of the liver. 

Soft spleen. 

Arterioselerosis. 


Historical landmarks 


Slightly defective closure of the foramen 
ovale. 

Chronie perihepatitis. 

Operation wounds. 


Dr. Ricnarpson: This was a very interest- 
ing case. Curiously enough, down here this pa- 
tient did not look very poorly nourished. There 
was a good amount of subeutaneous fat. 

Dre. Youna: The record did not say very 
much about that. 

Dr. Ricwarpson: One would think that she 
would be emaciated, but she was not. The head 
was not examined. The skin generally was 
sallow. I did not make out any definite icterus 
ai the time of necropsy. 

The abdomen was not distended; the wall was 
soft. The peritoneal cavity generally was neg- 
ative, showing a little peritonitis as we see, 
localized. The stomach, esophagus, intestines 


were negative except that in the first portion of 
the jejunum there was a rubber catheter. 

We found nothing in the lungs,—negative 
apices, a slight amount of edema. The heart 
weighed 245 grams, the myocardium a little 
flabby, but the valves, cavities and coronaries 
negative, except that the coronaries showed 
scattered along the walls some fibrous sclerosis, 
but with little if any diminution of the lumen. 
Above the diaphragm there was a slight amount 
of fibrous selerosis of the aorta, and below con- 
siderable. 

The liver weighed 1260 grams—rather small 
—and there were scattered old adhesions to the 
diaphragm; a good enough looking tissue, rath- 
er pale, no definite cirrhosis made out. Micro- 
scopically it showed a little central degenera- 
tion and nothing else. 

In the region of the situation of the gall- 
bladder were massive adhesions extending to 
the region of the lower end of the sinus. They 
also extended to the region of the lower end of 
the stomach and to the hepatie colon, so that 
there was quite a mass of adhesions binding the 
organs together. The common bile-duct was 
dilated to two centimeters in cireumference,— 
a good enough mucosa. The duct contained sev- 
eral very small econeretions one to two milli- 
meters in diameter. The hepatic duct was di- 
lated up to four centimeters, and in the region 
of the junction of the hepatic and common bile 
ducts there was a surgical opening. In this lo- 
eality and in the region of the lower end of the 
sinus there was a slight amount of peritonitis. 
The bile duets of the liver generally were di- 
lated up to one centimeter. If we attempt to 
trace out the bile-ducts in an ordinary liver it 
is quite a job, but here they were tubes one cen- 
timeter in circumference, and they contained 
here and there small columnar blackish-green 
coneretions up to twelve millimeters long, anc 
forming rows at times. The mucosa of these 
greatly dilated ducts of the liver was generally 
in pretty good condition. There was some dirty 
blackish bile-like material; no frank pus. Com- 
ing down lower into the hepatie duct there was 
a certain amount of cholangitis. The pancreas 
and the duct of Wirsung were normal. 

The spleen was rather small and soft. 

The kidneys weighed 210 grams,—rather 
small but good enough kidneys, with a good 
cortex, the capsules free and all that. 

I do not remember, as I think back, that we 
have had another case where the bile ducts in 
the liver were strung with stones as in this ease. 


CASE 12153 
SurGICAL DEPARTMENT 


A French-Canadian sailor of twenty-three 
entered the hospital December 30, 1923, com- 
plaining of pain in the right chest radiating to 
the shoulder. 
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Family history negative. No known expos- 


ure to tuberculosis. 


Past history. Measles in childhood, and 
mumps four years ago. Up to the age of four- 
teen he was subject to frequent and severe 
nosebleeds. Six years ago he had pneumonia 
with pleurisy on the right side confining him 
to bed for two weeks. Except for rather fre- 
quent head colds during the winter months he 
had had no other symptoms referable to the 
eardio-respiratory tract. One year ago, while 
in Halifax, he was given six diarsenol treat- 


ments for a penile chanere with secondary 
‘rash. Six months ago he left the sea and found 


employment as a laborer. During the first five 
months he lost about twenty pounds in weight, 
but as he fet perfeetly well during this period 
it was attributed to the harder work in whieh 
he was engaged. As a sailor he had been drunk 
most of the time for three years. He smoked 
thirty cigarettes a day. 

Present illness, About three months ago he 
caught a cold in the head, which he had had 


Flat. Absent 
tactile fremitus 
and breath sounds 


ever since. He raised a small amount of mu- 
copurulent sputum, but his general health re- 
mained good. Four weeks ago while at work 
there was a sudden onset of sharp pain in the 
right chest which was increased in severity by 
coughing or taking a deep breath. This was 
accompanied by chills and fever, so that he went 
to bed. The next day he coughed up about a 
half of an ounce of bright red blood. After a 
day and a half he went back to work, the pain 
having disappeared. Three days following the 


attack of pain he had a coughing spell and! 


raised half a glassful of foul purulent sputum. 
Since then he had had a eough and a small 
amount of sputum every day, which had not 
been foul. He had felt weak and at times fev- 
erish, with an occasional chill, but had been 
working steadily. Two days ago he was awak- 
ened at two o’elock in the morning by a sharp 
severe pain in his right chest radiating to his 
epigastrium and to the right shoulder. He 
could not take a deep breath. He felt nauseated, 
but did not vomit. The pain persisted until re- 
lieved by a pill administered by his physician. 
The day before admission he had fever, exees- 
sive perspiration and general malaise with loss 
of appetite. There had been no exacerbation of 
the cold. 


Examination. A well developed and notr. 


ished young man lying quietly in bed, not ap- 


pearing acutely ill. The sclerae showed a slight 


icteric tint. There were several small palpable 
axillary and inguinal nodes. The chest expan- 
sion was poor, especially on the right, where 
there appeared to be slight retraction of the 
ribs. There was tenderness over the lower ribs. 
at the base of the right lung, and in the axille. 
The costovertebral angle was slightly fuller ov 
che right, but showed no edema, spasm or ten- 
derness. The lung signs were as shown in the 
diagram. The cardiae impulse was seen and 
felt in the fifth interspace 2 to 3 em. outside 
the nipple line, being definitely displaced to 
the left. The supraeardiace dullness was 9 em. 
No abnormal pulsations, and no murmurs. 
There was very slight elubbing of the fingers. 

The temperature was 101.4°, the pulse 120, 
respiration 40. The urine showed an occasional 
slight trace of albumin and an occasional white 
blood cell, The blood showed 30,000 leucocytes, 
SO per cent. hemoglobin, 86 per cent. polynu- 
clears, 10 per cent. lymphoeytes, 4 per cent. 
arge mononuclears, reds 4,400,000, with slight 
achromia. The platelets were slightly increased 


Increased vocal frem- 
itus. Ne egopheny. 


in number. A chest tap was done on the day 
of admission in the eighth interspace on the 
right side in the line of the angle of the seap- 
ula. About 200 ¢¢. of an opalescent yellowish 
fluid was obtained, specifie gravity 1.025, cell 
count 10,000 per eubie centimeter. The fluid 
formed flakes or coagulum on standing. Smear 
showed the cells to be practically all polymor- 
phonuelears; no organisms seen. <A_ eulture 
showed no growth. A Wassermann was strong- 
ly positive. Non-protein nitrogen 35 mgm. 
Serum dilution 1:25, 

X-ray December 31 showed marked inerease 
in the supracardiace dullness, extending more to 
the right than to the left. The outer margin 
was smooth, sharply defined, and rather more 
dense than the neighboring midshadow extend- 
ing upward beneath the clavicle into the neck. 
The lower half of the right chest was dull, with 
the outer border of dullness indistinet and its 
highest point near the hilus. The heart shadow 
Was apparently enlarged and displaced to the 
left. There was evidence of fluid at the right 
base and a mass in the mediastinum, with possi- 
ble involvement of the right lower lobe. 

January 1 his condition was somewhat im- 
proved. He was coughing and raising a small 
amount of purulent sputum. On examination 
this was negative for tubercle bacilli. The 
supracardiac dullness was noted to be 10 em. in 
width. January 2 during a severe coughing 
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spe! ve raised eight ounces of watery purulent| phragm obliterated. With the patient in the 
f. smelling sputum. This attack was said to| upright position there was a horizontal line 
» -oailar to the one of three weeks ago. No} which changed with change of position of the 
euacce was noted in the physical signs. The! patient. The midshadow was increased to the 
s, . un showed many polymorphonuclear leuco-| right. The margin of the shadow on this side 
« .s, many of which were partially degenera-| was lobulated in appearance. The density ex- 
te. There were large numbers of organisms| tended upward beneath the clavicle into the 
o: all types, Gram-positive diplococei, Gram-| neck. The heart shadow was displaced to the 
nective spindle shaped rods, spirochetes,| left. The right border of the heart was not 


VLATE I. December 30. 
The outer margin is smooth, 
ath the elavicle into the neck. 


chest point near the hilus. The hea 


rply defined, 


(;vam-negative short bacilli in masses, and 
vany unrecognizable degenerated organisms. 
-ere were a number of hematoidin erystals. 
‘oe white eount was 20,000. The morning of 
‘onuary 3 he had another severe coughing spell 
‘cong which he raised about six ounces of thin 
‘ulent foul sputum. It was noted that there 
“is less dullness at the right base, and tracheal 
‘cathing over a larger area. The heart was 
‘ight not to be displaced so far as previous- 

-. X-ray showed the lower half of the right 
cocst to be dull and the outline of the dia- 


rt shadow is apparently enlarged and displaced to the left. 
' cht base and a mass in the aw Ba. adh with possible involvement of the right lower lobe. 


Shows marked —~ yo in the supracardiac dullness, extendi more to the right than to the 
sha 


ng 
rather more dense than the neighboring midshadow extending upward 
The lower half of the right chest is dull, 


with the outer border of dullness indistinct and 
Evidence of fluid at 


displaced. Left lung clear. Outline and re- 
spiratory movements of the diaphragm on 
the left normal. ‘‘The findings are those of 
mediastinal tumor arising in the glands.’’ Jan- 
uary 5 the signs were practically the same. 
Fine crackling inspiratory rales were heard 
higher in the axilla than previously. Sputum 
very foul and showed large numbers of well 
preserved polymorphonuclear leucocytes with a 
few organisms, chiefly Gram-positive diplococci, 
rarely influenza bacilli. The temperature was 
101°, the pulse 100, the respiration 30, ; 
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January 7 the signs were noted to be clearing 
in the axilla and over the right lower lobe, al- 
though there were still signs of fluid in the 
back. He was raising six ounces of sputum. 
Search for elastic tissue fibers was negative. 
X-ray January 9 showed the appearances much 


showed polymorphonuclear leucocytes with oe- 
easional hematoidin crystals. There were 
Gram-positive diplocoeeci and other cocci in 
chains and groups with a general background 
of tremendous numbers of moderately long 
thick Gram-negative round rods. The follow- 


PLATE Il. 
otherwise much as before 


the same as previously recorded. There was 
dullness throughout the lower half of the right 
chest, increasing in density toward the base, 
narrowing the intercostal spaces, and marked 
incomplete expansion of the lung. January 11 
chest tap in the posterior axillary line below 
the angle of the scapula yielded 100 ¢.c. of very 
foul smelling greenish viscous purulent mater- 
ial. Examination of the pus from the chest 


January 9. Shows absence of the increased supracardiac dullness noted December 30. 
f 


The findings are 


ing day it was noted that the dullness at the 
right base was diminished. Tactile and vocal 
fremitus were now present, also respiratory 
sounds. February 12 X-ray examination showed 
considerable decrease in the abnormal dullness 
in the right chest, but still considerable dim- 
inished radiance at the base. 

On this day he was transferred to the sur- 
gieal service and operation was performed. Fol- 
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lowing the operation there was a profuse drain- 
ave from the wound. The temperature at the 
end of ten days was essentially normal. On 
the forty-first day the tubes were removed. The 
temperature was normal and the patient ap- 
peared perfectly well. On the forty-fifth day 
he was discharged from the hospital. 


Discussion 
BY EDWARD D. CHURCHILL, M.D. 


The foul purulent sputum three weeks before 
admission is the first mention of real sputum 
that we have had except for the small amount 
of sputum with his cold. 

The pain is of course very suggestive of dia- 
phragmatie pleurisy—a pain referred to the 
right shoulder by irritation of the nerves of the 
cervieal plexus from phrenic stimulation. 

The diagram shows signs of fluid or of a high 
diaphragm or of a collapsed lower lobe. The 
displacement of the heart to the opposite side 
is against the third suggestion of collapsed low- 
er lobe, and leaves the physical signs as sug- 
gestive of fluid or of a high diaphragm. 

The fluid obtained by chest tap is distinctly 
an exudate, and is very suggestive of an in- 
flammatory condition in the chest. 

The positive Wassermann checks up with the 
history in Halifax. 

A large part of the interest in this case hin- 
ges on the X-ray. I am sorry Dr. Holmes could 
not be here. The plates are rather poor, as the 
boy was sick and the plates were taken on the 
ward. The supracardiae dullness checks up with 
the nine centimeters width obtained by percus- 
sion. 

If we endeavor to make a diagnosis at this 
point we are in difficulty. The history seems 
absolutely inconsistent with the X-ray findings. 
Our history suggests the acute onset of an in- 
flammatory condition of the lung or pleura,— 
chills, purulent sputum, fever, leucocytosis, in a 
previously well sailor. Then we find the X-ray 
showing us this large mass in the mediastinum, 
which I think was interpreted as being probably 
Hodgkin’s disease. The fluid obtained by 
chest tap is more consistent with an inflamma- 
tory process than it is with the transudate 
found in Hodgkin’s disease. He has general 
glandular enlargement which might go with the 
malignant lymphoma or might be a residuum 
of the lues of the year previous. The usual 
question comes up, Could the whole thing be 
explained on the basis of syphilis? But I can- 
not picture in what manner this is possible. 

Dr. RichHarpson: Could it be an aneurysm? 

Dr. CHurcuitt: I think by X-ray alone that 
might well be an aneurysm of the innominate 
extending up into the’neck. The question comes 
up, is this a mediastinal mass occluding the 
right bronchus, causing the purulent sputum, 
from a secondary inflammatory reaction? That 


is possible. Is it a primary infection in the lung 
with secondary enlargement of the glands at 
the hilum and around the trachea? I do not 
remember seeing secondary nodes in this region 
in septic processes of the lung or pleura which 
would in any degree approach these in size. Is 
it common to find very much of a mediastinal 
lymphadenitis at autopsy in suppurative pneu- 
monitis or pleuritis? 

Dr. Ricnarpson: No, I do not think we find 
them of any such size. In chronic passive con- 
gestion, pneumonia and pneumonitis the glands 
at the bifureation of the trachea may be of 
pretty good size, but we do not expect them to 
be so large. 

Dr. Cuurcuitit: We should not consider 
these spirochetes to be the organisms of syphilis, 
but the spirochetes which are frequently found 
in bronchial sepsis or lung abscess. 

Hematoidin crystals are chemically the same 
as bilirubin. They are small rhomboid golden 
yellow erystals found in the sputum, and so far 
as Dr. William H. Smith has been able to dis- 
cover are almost invariably associated with pus 
in the chest. We have found that they are seen 
most frequently in eases of encapsulated em- 
pyema, and in cases of empyema draining into 
the bronchus we always look for these hema- 
toidin erystals. 

The X-ray interpretation calls attention to a 
horizontal line which changes position with the 
change of position of the patient. That of 
course means fluid with air above it, and in the 
presence of our other evidence I think now 
shows us surely that we have fluid in the chest 
communicating with a bronchus, although it is 
possible that with the chest tap there was an 
accidentally induced pneumothorax. 

The interpretation of the X-ray of January 
9 was practically the same as before, but actual- 
ly I think it is different, because the supra- 
cardiac area of dullness is gone. The first plate 
was typical of Hodgkin’s disease. Between 
December 30 and January 9 there appeared a 
marked cure of the Hodgkin’s, and that puz- 
zled us not a little. The question was rai 
whether taking all these X-rays had had the 
effect of X-ray treatment; but the X-ray De- 
partment did not believe that. 

The pus obtained by the second tap showed a 
very mixed and profuse bacterial growth asso- 
ciated with the very foul mixed infections char- 
acteristic of empyemas which arise from rup- 
tured lung abscesses. 

The dullness at the right base was diminished 
probably owing to the withdrawal of the fluid. 


PRE-OPERATIVE DIAGNOSIS 
Encapsulated empyema, streptococcus. 
OPERATION 


Under novocain anesthesia one and a half 
inches of the eighth rib was resected and the 
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incision carried through the underlying thick- 
ened pleura. About eight ounces of very foul 
thick pus was evacuated and tubes inserted for 
drainage. 


FurtTHer Discussion 


The X-ray during convalescence showed a 
perfectly normal mediastinum and the lung 
field clearing up. 

Now what was this shadow which was inter- 
preted as and quite clearly appeared to be en- 
largement of the upper mediastinal glands? It 
has a smooth, sharp lobulated appearance. So 
far as we can see it must have been a pocket of 
fluid between the lung and the mediastinum,— 
rather a rare finding and certainly one to be 
remembered with this type of shadow. The 
whole picture as we look back over it is that of 
a lung abscess of unknown etiology to be sure, 
with a secondary pleural effusion becoming in- 
fected, and with an encapsulated pleural effu- 
sion between the lung and the mediastinum sim- 
ulating mediastinal glandular enlargement. 


Dr. Youne: By giving it time you allowed 
that pocket up there to drain down into the 
empyema? 

Dr. Cuurcniti: It is hard to know whether 
that drained into the accumulation of pus at 
the base, whether it was an exudate which never 
became infected and absorbed spontaneously, or 
whether it broke into a bronchus and drained 
itself. If we had had a picture before and after 
one of those coughing spells in which he raised 
six ounces of sputum and had seen a correlating 
change in the shadow we could say definitely. 


DIAGNOSIS 


Empyema of the pleura with bronchial fis- 
tula. 


CHECKS UP MEDICAL TESTS 


HEALTH BUREAU GETS SUPERVISION OVER EXAMIN- 
ING FOOD HANDLERS 


A pecision hailed by Dr. Louis I. Harris, 
Ilealth Commissioner, as one of the most im- 
portant in years in its effect on public health has 
just been made by Supreme Court Justice Pros- 
kauer. In announcing the decision yesterday 
Dr. Harris said that in effect it gave to the 
IJealth Department direct supervision of the 
examination of food handlers by private physi- 
cians. It would be a check on some physicians 
who had been ‘‘drumming up trade’’ and certi- 
fying food handlers as physieaily in good con- 
dition after insufficient or no examination, the 
Commissioner said. 

The Sanitary Code provides that no person 
who had an infectious disease shall work in any 
place where food or drink is sold. Qualifiea- 


tion for such a position is a medical certificate 
which is operative for one year. The case de- 
cided by Judge Proskauer was in an action 
brought by Dr. Max Unger of 253 West Forty- 
second Street, to compel the Department of 
Health to supply him with examination blanks. 

Dr. Unger submitted so many food-handlers’ 
certificates, it was said, that the health authori- 
ties became convinced that the doctor could not 
have examined the cases properly. So one hun- 
dred of his recent examinations were checked 
up by the Health Department. It was said that 
these re-examinations convinced the Depart- 
ment that the cases had been superficially ex- 
amined. 

The doctor’s request for a new supply of ex- 
amination cards was refused and he brought 
mandamus proceedings against the department. 
—N. Y. Times. 

Note: Perhaps Boards of Health will some 
time take on the study of the character of ex- 
aminations which are made as the basis for ex- 
emption certificates relating to vaccination. 


SOME INTERESTING MATTERS RE- 
LATING TO MENTAL HYGIENE 


Tne Rockefeller Foundation has given $60,- 
000 to support a two year’s program under the 
title of a Mobile Mental Hygiene Clinie to be 
conducted by the Iowa-State Psychopathic Hos- 
pital with the codperation of the Extension Div- 
ision of the State University of Iowa. This is 
the continuation of an experiment conducted 
by members of the hospital staff in Greene 
County, Iowa, in 1925 where interesting mate- 
rial was found in the study of school children. 
Two units, a group of field workers and a scien- 
tifie laboratory, will work under the direction 
of Dr. Samuel T. Orton, Direetor of the Psy- 
chopathie Hospital and Professor of Psycholo- 
gy at the State University. The field unit will 
refer suitable cases to the Psychopathic Hos- 
pital for intensive study. 

It is interesting to note that the pupils in the 
Newark, N. J., schools are to be studied with 
reference to the psychology of the younger chil- 
dren, and parent education has been given es- 
pecial attention in a conference in Chicago con- 
ducted by the Chicago Association for Child 
Study and Parental Education. 

The general adoption of careful study of chil- 
dren by scientists will probably accomplish 
much in reducing the eriminal and indigent 
population. 

The fountain head of progress in mental hy- 
giene lies in the National Committee for Men- 
tal Hygiene, 370 Seventh Avenue, New York 
City, which should receive generous support. 
The associate membership fee is $500, which 


covers the receipt of the Quarterly Journal of 
Mental Hygiene. 
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HOUSING THE CHRONIC SICK OF 
BOSTON 


Tire question as to what shall be done to care 
for the chronie invalids of Boston has of late 
been the subject of much diseussion. Mayor 
Curley, during his administration, arranged for 
the purehase of the Elks’ Hospital on Parker 
1lill, and commenced the construction of a hos- 
pital which was to cost eventually around 
*4,000,000. Four wings, costing $713,245 and 
capable of housing some 240 patients, have al- 
ready been ereeted.. When Mayor Nichols be- 
van his term, he asked the Finance Commission 
‘o review the situation and advise him as to 
the wisdom of proceeding with these plans. The 
Commission took the matter under advisement 
und asked Dr. Frederic A. Washburn, Direc- 
tor of the Massachusetts General Hospital, to 
express his opinion as to the feasibility of the 
» an. Dr. Washburn advised giving up the site 
on Parker Hill, on the ground of its imaccessi- 
city in winter, not only to friends of patients, 
ot to fire apparatus and supply trucks. He 
's also opposed to the pavilion type of con- 
» riction as being ill-adapted to such purposes, 
“ud 100 expensive to maintain. The relinquish- 
‘ient of these plans means the loss to the city of 
“bout $270,000. 


For some years those best acquainted with 
the facts have felt that the situation of the 
present hospital for chronic cases was an unfor- 
tunate one. Long Island, where the institution 
is located, is aecessible only by boat, and there 
have been times when the boat was unavailable 
or when because of ice, it was impossible to 
land at the Island. Upon the Island is the City 
Almshouse, with some 600 inmates, and a hos- 
pital of over 300 beds. These people have been 
practically isolated, so far as visits from friends 
are coneerned; as to attendance by the visiting 
surgeon and physician in ease of emergency, 
they might better have been located in some 
neighboring state. There seems to be little sup- 
port for the continuation of this state of affairs. 

The suggestions which have been made to re- 
lieve this situation have been (1) to build a 
hospital for chronic sick on Parker Hill. This 
plan is now condemned. (2) To take over the 
Veterans’ Ilospital in West Roxbury, which 
will soon be vaeated. (3) To build a new hos- 
pital for the chronic sick adjacent to the Bos- 
ton City Hospital. Of these three plans, the 
second is the one which requires the least pre- 
liminary outlay. An institution so situated, 
however, would be difficult for access by friends 
and physicians, and would, in faet, be almost 
as isolated as the present institution. Such an 
institution should be part of some hospital 
group, for the present tendency in earing for 
the sick is to gather them in adjacent buildings 
where all can be served by the same. laborato- 
ries, and can avail themselves of modern aids to 
medicine. One set of diagnostic and therapeu- 
tie apparatus will then suffice for all; with the 
hospitals widely separated, this equipment, of- 
ten very expensive, will have to be duplicated, 
or else the patients of one institution will not 
be able to benefit from it at all. 

Another reason for keeping the hospital for 
the chronie invalid as part of a hospital group 
is found in the greater availability of the in- 
mates as teaching material. Being used for this 
purpose benefits the patient directly, as he is 
more thoroughly studied, and it benefits other 
patients beeause of the lessons learned from 
him. 

For chronie invalids especially it is desirable 
that the institution should be pleasantly situ- 
ated, with an abundance of fresh, sweet smell- 
ing air and sunshine. In this respect the site 
on Parker Hill is admirable. The hospital in 
West Roxbury is also well endowed in natural 
advantages. Whether the site adjoining the 
City Hospital could be made anywhere near so 
pleasant is a question. All of these considera- 
tions should be in the minds of the Mayor and 
his advisers in selecting a location for the hos- 
pital; they should not be too greatly influenced 
by a desire to reduce the initial cost. A hospital 
of this kind, intelligently planned and well ad- 
ministered, may become a model institution, fit 
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cause for civic pride, and a great comfort to 
those citizens who are unfortunate enough to 
need constant care. 


‘370 SEVENTH AVENUE, N. Y. C.”’ 


THERE is a great deal of interest attached to 
the coming American Health Congress, which 
is to be in session at Atlantic City, N. J., May 
17-22. In the first place it will be the first 
health convention in the country to include all 
the great national public health associations. 
There have been meetings of the individual as- 
sociations, and health conferences have been 
frequent in the different states or sections of 
the country, but this is to be the first nation- 
wide gathering that will include all of the na- 
tional health agencies of North America. The 
movements that have led to this congress are 
likewise of interest, since they present the most 
important co-operation in the health movements 
of the age. 

In 1919 or 1920 the idea was suggested that 
the national health associations could be more 
effective in their work if their executive offices 
were in physical contact. This led to the as- 
sembling of their headquarters under one roof, 
and in the summer of 1921 this was effected. 
Two or three floors were secured in the new 
Pennsylvania Terminal Building, No. 370 Sev- 
enth Avenue, New York, a structure just com- 
pleted. The original members of the movement 
established their offices in the building, others 
have joined them in the succeeding five years, 
and today, ‘‘370 Seventh Avenue,’’ has become 
one of the greatest forces towards the advance- 
ment of public health effort. 

At this time the American Public Health As- 
sociation, which for most of its fifty years of 
existence had been in Boston, the city of its 
origin, removed to New York and within a 
short time nearly a dozen national associations 
were homed at ‘‘370,’’ while still others inelud- 
ing the American Red Cross, the U. 8S. Publie 
Health Service and the U. 8. Children’s Bu- 
reau, together with the Council on Health and 
Public Instruction of the American Medieal 
Association, established branch offices there. 
This group of associates was a most important 
one, for it included the American Public Health 
Association, American Social Hygiene Asso- 
ciation, National Tuberculosis Association, Na- 
tional Organization for Public Health Nursing, 
National Committee for Mental Hygiene and 
National Conference of State and Provincial 
Health Authorities of North America. 

Since the earliest days the American Child 
Health Association, formed from two older so- 
cieties, has joined the group together with the 
American Heart Association and the National 
Committee for the Prevention of Blindness, 
with the American Society for the Control of 
Cancer and the Woman’s Foundation for 


Health as associate members of what was estab- 
lished as the National Heatlh Council. This 
became practically the federation of the various 
organizations named. 


As soon as the building at 370 Seventh Ave- 
nue was ready the associations reported, divid- 
ed the space secured and proceeded to estab- 
lish their headquarters. In this the National 
Health Council afforded most valuable assist- 
ance. Very quickly it was found that there 
was opportunity for most rapid and efficient 
co-operation. In case of an important ques- 
tion, executive officials of all the great associa- 
tions could be assembled, within the hour if 
need be, and without delay a program of def- 
inite line of action could be determined on, 
which would be in accord with the purposes of 
‘all the associations. It was possible to focus 
on any question a group of official opinions, 
not possible before save with lengthy and time- 
consuming correspondence. The effect has been 
the establishment of a standardized policy and 
the co-ordination of effort, that has had marked 
influence on the health administration of the 
country. Since some of these national societies 
like the National Tubereulosis Association are 
themselves federations of state leagues which 
are federations of local tuberculosis associa- 
tions, and others like the State and Provincial 
Health Authorities and the American Public 
Health Association are representative of profes- 
sional health administration, it is but natural 
for the movement to have had marked influ-. 
ence in every section of the country. 


Not only was the National Health Council 
able to influence some of the major considera- 
tions of the affiliated organizations, so that 
there should be the minimum of conflict, over- 
lapping and lost motion, but it also set about 
affording to them a community service. In 
place of a part-time bookkeeper for each organ- 
ization, a central accounting office was estab- 
lished, and a place was set aside in which a 
trained shipping clerk received and despatched 
merchandise for the different organizations. A 
stock room and storage space kept bulky sup- 
plies from cluttering the offices, there was a 
group of stenographers on call, messenger ser- 
vice was provided and aid given or entire 
charge taken of multigraphing and folding and 
mailing notices. 

Community service in these matters of rou- 
tine served to reduce the overhead costs inci- 
dental to the management of the different of- 
fices. Later purchasing advice or facilities 
were extended to the members of the group at 
370 Seventh Avenue, and as a further develop- 
ment of the same idea, advice on printing ser- 
-_ was included in what the Council had to 
offer. 

The coming American Health Congress is an 
extension of the same idea by the National 
Health Council. Most of the affiliated organ- 
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izations have important annual meetings, some 
of them drawing delegates from all parts of 
‘he eountry and attended by a thousand or 
more persons. The vexing details attendant on 
such meetings, usually borne by inexperienced 
se members of the society, are now cared for 

- the Council, which for two or three years 
f st has been able to furnish a staff competent 
‘o look after registration, bureau of informa- 
tion, seeuring of hotel accommodations and 
halls for the meetings, with proper leadership 
for little trips of inspection or sight seeing. It 
is really a serious matter to register two or 
three thousand delegates without confusion and 
furnish the temporary address of any one of 
them to any of the others, and this is only one 
detail of the unusual demands of a big conven- 
tion. 

The Congress at Atlantic City marks another 
step in advance in the work of the National 
Health Council. Such a gathering of all kinds 
of health workers has been the dream of the 
Council sinee its organization. Such a gather- 
ing will bring together the members of associa- 
tions customarily meeting in widely scattered 
cities. The 7,000 delegates will be an expres- 
sion of the strength, diversity and co-ordina- 
tion of our great associations, while the papers 
presented will testify to the advances made in 
the administration of public health in this 
country, and in the literary part of the pro- 
gram the official organizations will show how 
they go hand in hand with the well organized 
private agencies in their mutual work of health 
eare and health education. 

The ‘program of the Congress as thus far ar- 
ranged is an imposing one, the details of which 
will find publication at a later date. 


THE ANNUAL REGISTRATION OF 
PHYSICIANS 


New York State is engaged in two impor- 
tant campaigns relating to medical practice. 
One is a redrafting of the law relating to medi- 
cal practice, and the other is a drive to elimi- 
nate irregular practitioners. 

in connection with this second matter, it is 
le. ved that there are hundreds of unregistered 
doctors of all sorts and conditions in New York. 
Prosecutions have been carried on and a con- 
~ derable number of convictions secured, but the 
“iculties are many as compared with those 

iditions in states where there are compara- 
vely few physicians, and there is more gen- 
eral ‘knowledge with respect to the standing of 
Taem, 

‘ew York State has more than seventeen thou- 
send doetors. The reputable members of the 
profession have secured registration and their 
suames are recorded. But the authorities find that 
catehing the unlicensed persons involve a proc- 
‘ss like using a fine tooth comb in dealing with 
vermin, Some hide or move from place to place. 


The plan now is to require all registered phys- 
icians to renew registration every year, thus 
putting upon doctors the added duty of con- 
tributing information to the police and the state 
and also money to pay the expense of investiga- 
tions. This plan undoubtedly makes the work 
of the police easier, but it is a question as to 
how far doctors should be obliged to go to con- 
tribute to state activities. 

If it is taxation for revenue, the profession in 
the course of years, will be obliged to contribute 
vastly more than any other professional body, 
and in a broad way be subjected to class legis- 
lation. It may be legal, and probably is, but it 
is not comforting. 

The federal government raised the so-called 
nareotie tax during the war in order to secure 
money and now some sections must be again 
burdened if this plan is adopted. 

At one time Massachusetts was asked to enact 
a similar law, but sufficient approval was with- 
held. With New York leading, we may again 
be asked to do this. We are such easy marks that 
we will be imposed on so long as we tamely sub- 
mit. 

There would be less reason to complain if 
all servants of the people engaged in work 
which requires skill beyond the understanding 
of the average citizen are obliged to pay annual 
fees. Let the lawyers pay in order to keep the 
machinery of the courts in running order. Also 
architects, who are supposed to make our build- 
ings safe for occupancy, and the various arti- 
sans, who must provide apparatus free from 
hazard to health and then there will be less dis- 
crimination. We must keep our fingers on the 
publie pulse for our own protection. 

Perhaps a counter drive to have the state re- 
imburse us for service to the poor might create 
an effect. We are glad to pay our just propor- 
tion for the protection of society, but since we 
do not need protection from quacks, we should 
only be taxed as we now are for all forms of 
publie service. 


COMBATTING TUBERCULOSIS BY VAC- 
CINATION OF THE NEWLY BORN 


Tue British Medical Journal in its issue of 
March 27, 1926, refers to the method now being 
adopted in ‘‘many European Countries’’ which 
consists of prophylactic vaccination of infants 
within a few days after birth with attenuated 
cultures of the tuberculosis bacilli. 

Experiments on cattle and monkeys seem to 
indicate that immunity may be secured in a 
large per cent of cases. The bacilli are grown 
through two hundred and thirty successive sub- 
cultures during thirteen years, thereby becom- 
ing so attenuated that injections in the living 
state of these bacilli in mammals in large doses 
may be done without producing the disease. The 
theory is that the bacillus becomes so modified 
that it becomes non-tuberculogenic, but will 
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be capable of provoking antibodies and ag- 
gintinins. Subsequent injections of virulent 
bacilli failed to cause active symptoms. The 
strain produced by Calmette and Guerin has 
been tried on infants who are in close associa- 
tion with tubereulous parents or attendants. 

The first treatments are by oral ingestion to 
be followed by vaccinations. Certain French 
infants have been treated with the result that 
of 586 infants, all possibly subject to infection 
by parents or otherwise, only eleven had died 
during a period of two and a half years who 
showed evidence of tuberculosis, or in other 
words 1.8 per cent. developed tuberculosis as 
against 25 per eent. unvaccinated who have 
been found to contract the disease under the 
conditions referred to. 

These attenuated bacilli are expected to con- 
fer immunity to virulent infection only for a 
period of about a year and in order to secure 
good results the treatment must be repeated 
after that time. 

While it is too early to express great enthu- 
siasm, it is evident that the French investiga- 
tors are hopeful that an effective prophylactic 
measure is in process of being perfected. 


THIS WEEK’S ISSUE 


Conv1AINS articles by the following named 
authors: 


Lonercax., Roserr C.,. A.B.; M.D. Johns 
Hopkins University 1922; Resident Teaching 
Fellow in Orthopaedic Surgery, Harvard Medi- 
eal School 1925-26; Assistant Orthopaedic Sur- 
geon, Johns Hopkins University 1922-23; Resi- 
dent Orthopaedie Surgeon, St. Luke’s Hospital, 
Chicago, 1923-25. His address is 708 Chureh 
St.. Evanston, His subjeet is Procedure 
in Septic Joints of Low Viruleney,’’ page 661. 


Narat, Josepu, M.S. 1909 and M.D. Heidel- 
berg 1910; Formerly Staff Member, Surgical 
Clinic and Cancer Research Institute, Univer- 
sity of Heidelberg; Associate in Surgery, Loy- 
ola University, Chieago. His address is 1206 
N. La Salle St., Chicago, Ill. His subject is ‘‘A 
Case of Sarcomatosis ofthe Skin,’’ page 664. 


CuristiaN, Henry A.; A.M.; M.D. Johns 
Hopkins. University 1900; Dean, Faculty of 
Medicine, Harvard Medical School, 1908-12; 
Hersey Prof. Theory and Practice of Physie, 
Harvard Medical School; Physician in Chief, 
Peter Bent Brigham Hospital. Formerly Path- 
ologist and Assistant Pathologist to several Bos- 
ton Hospitals. His address is Peter Bent 
Brigham Hospital. His subject is ‘‘Some Fea- 
tures in Llospital Administration from the 
Viewpoint of a Clinician,’’ page 668. 


THALLMAN, Eva M., Dietitian, Massachusetts 
General Hospital; Formerly Dietitian, Lynn 


Hospital, Lynn, Mass. Her subject is ‘‘The 

Dietitian and Her Job,’’ page 673. Address— 

Massachusetts General Hospital. 


Che Massachusetts Medical Society 


PAPERS FOR THE ANNUAL MEETING 


FELLOWS are requested to send the titles of pa- 
pers they may wish to read at the Annual 
Meeting of the Massachusetts Medical Society, 
which will be held in the Kimball Hotel, Spring- 
field, on June 8 and 9, 1926, to one of the offi- 
cers of the appropriate Section. Do it now, be- 
fore the official program is made up. The pro- 
gram, under the terms of the By-Laws, must be 
nailed to every Fellow a month before the 
meeting. The officers of the SecTions are: 

Section OF Mepicine: Chairman, W. H. 
Robey, Boston. Secretary, Maurice Fremont- 
Smith, Boston. 

SecTION oF SurGErY: Chairman, J. M. Bir- 
nie, Springfield. Secretary, H. P. Stevens, 
Boston. 

Section or Chairman, A. 
MacKnight, Attleborough. Secretary, Randall 
Clifford, Boston. 

SEcTION OF  PepraTRics: Chairman, R. M. 
Smith, Boston. Secretary, J. Herbert Young, 
Boston. 

SEcTION OF OBSTETRICS AND GYNECOLOGY: 
Chairman, C. E. Mongan, Somerville. Secre- 
tary, F. C. Irving, Boston. 

SEcTION OF RapIOLOGY AND PHYSIOTHERAPY: 
Chairman, L. B. Morrison, Boston. Secretary, 
F. B. Granger, Boston. 

The street and number addresses will be 
found in the Directory of 1926. 

Watrter L. Burrage, Secretary. 


MISCELLANY 
A CAMPAIGN AGAINST ALCOHOLISM 


Ir is reported that the Government of Switz- 
erland is endeavoring to combat the mortality 
due to alcoholism by raising the prices of al- 
coholic beverages. 

If this method is really effective there should 
be an impressive demonstration in the United 
States. 


THE ANTI-FLY CAMPAIGN 


As a doctor goes about among his patients 
now is the time to say a few words about the 


filthy fly. The early fly should be killed. In- 
telligent people should prevent the breeding of 
flies by cleaning up places where there may be 
putrefying waste. 

It is estimated that one female fly in April 
will produce 120 by May 1 and by May 28 the 
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progeny will have become 7200 and by June 20 
-. number will have increased to 432,000. If 
n>» ecombatted by August 18 there will be 93,- 
312,000,000. 

A fly generation is from ten to fifteen days. 

Flies are an index of the sanitary condition 
of a community. They collect bactcria and leave 
hem on food. A word to the wise is sufficient. 


A NEW DEFINITION 


Ar the last examination conducted by the 
Massachusetts Board of Registration in Medi- 
eine the following question was asked: ‘*‘ What 
is meant by orientation?’’ The answer was: 
‘‘Patient resembles physically an oriental, such 
as a Chinese or Japanese. He has yellow skin 
and slanting eyes.”’ 


VIOLATION OF DRUG LAWS 


Ir is reported that 35% of the nearly 7000 
prisoners in Federal penitentiaries are serving 
sentences for violation of the anti-narcotic 
laws. 

The supreme court has been asked to pass on 
the constitutionality of this law by one Gunn 
recently convicted in Missouri. 


HEALTH OF AMERICAN PUBLIC 
REQUIRES MANY-SIDED THOUGHT 


Tue health of the American public has be- 
come a problem, so vast and many-sided that, 
of the sixteen member organizations of the Na- 
tional Health Council, many have found it prof- 
itable to discuss their work with each other. 
This has given rise to the joint sessions that 
will characterize the American Health Congress, 
to be held at Atlantie City, May 17-22. 

One of the mest purposeful of these sessions 
will be that which takes place Friday afternoon, 
where the American Public Health Association, 
American Child Health Association, the Na- 
tional Organization for Public Health Nursing 
and the Conference of State and Provincial 
Health Authorities of North America meet to- 
vether to consider the public health adminis- 
iravon of communities. Three plans for the 
health administration of cities will be deseribed 
by ‘he men who have developed them: Profes- 
sor C. E, A, Winslow, Dr. 8. J. Crumbine, Dr. 
Murray P. Horwood, Dr. Harold H. Mitchel, 
Dr. B. Franklin Royer, Mr. Edward Stuart, 
Professor Ira V. Hiseock, Assistant Professor 
©. Publie Health, Yale School of Medicine. A 
‘ourth health plan-—for the county health or- 
sunization—will be presented by Dr. Joseph W. 
Mountin, Direetor of Rural Sanitation, Board 
ot Health, Jefferson City, Mo. 

‘Light and Health’’—a subject of most mod- 
ern interest—is the nucleus of a joint session 
of the Ameriean Public Health Association, the 


American Child Health Association, and the 


National Organization for Public Health Nurs- 
ing. 

This last year has made especially timely 
the subject ‘‘Newer Methods for the Control 
of Infectious Diseases.’’ | 

Other matters of interest as venereal disease, 
a nation-wide, a state-wide and a city-centered 
problem; the industrial pollution of water; the 
problem of the mental adjustment of the indiv- 
idual to his environment, and adult education 
and its most recent development. 

To teach nurses how to inform their commun- 
ities of their work is the aim of the Joint ses- 
sion of the National Organization for Public 
Health Nursing and the Public Nursing Section 
of the American Public Health Association, 
Miss Sophie C. Nelson, presiding. Conducting 
this ‘‘elass’’ or ‘‘demonstration,’’ Miss May 
Burgess, Ph.D., of the Committee of Dispensary 
Developments of New York City, will set forth 
various forms of graphie presentation; Miss 
Louise Tattershall will give pointers on how to 
secure census facts and figures. Miss Mary 
Dempsey of the New York Health Department 
will speak on ‘‘How It Actually Has Been 
Done.’’ 

The Women’s Foundation for Health will 
bring together speakers from all fields to de- 
velop the complete ideal of ‘‘ Positive Health.’’ 

For the last two months the proposed pro- 
grams of the four general sessions of the Con- 
gress have been creating comment and enthu- 
siasm. They will deal with relative values in 
public health, publie health administration, 
what publie health ean do for the race, and the 
international aspects of public health. 


A GOOD POSITION IN LIFE 


‘*CHARLES, your head will get there before 
your body does’’. Thus was the boy warned to 
stand up straight, and taking advantage of the 
suggestion, he became the tallest, straightest man 
in town. Men in charge of employment bureaus 
have stated that their first impression of a pros- 
pective employee is gained from the man’s 
physique—does he stand well, does he walk for- 
ward with confidence. If he slouches in his 
standing or sitting position he is not a good pros- 
pect and the chances are that he is not physically 
fit. 

So ‘‘stand tall’’ is the watchword for young 
and old—not only for those who wish to make 
the most of their five foot height, but for those 
as well who have advanced above the six foot 
mark. Making the most of one’s height brings 
the head up, the chin in, squares the shoulders, 
and the body assumes a natural easy poise which 
suggests a springing motion in walking. In as- 
suming the erect position man has lost the impet- 
us which the hind legs of the four-footed animals 
give in walking, and the broad balance in stand- 
ing. So it is with a conscious effort that good 
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posture, standing, walking or sitting is main- 
tained 


Posture as a factor in health is claiming an in- 
- ereasing amount of attention. Mothers and 
health workers now include this as part of their 
health training for the presehool: group and 
school authorities recognize the need for empha- 
sizing posture in the health program. In fact 
it is often in the school where postural defects 
develop. Sitting at the desk long hours is con- 
ducive to rounded backs and distorted figures un- 
less straight back chairs are supplied, and chil- 
dren are taught to sit up straight at all times. 
Posture exercises, even if given daily, are of 
small benefit unless they result in an ‘‘habitual’’ 
good postyre during all the waking hours. The 
carrying of heavy books by school children 
should be discouraged as these often throw hips 
and shoulders out of alignment leading to spinal 
curvature which may take years to readjust. 
Acquiring good posture during the ‘‘plastic 
age’’ is important since it is likely to become 
habitual in adult life. There are many, however, 
who have grown up without this training, and in 
mid-adult life they begin to feel the effects of 
years of poor posture. It has been stated by 
Goldthwaite that 80 per cent of the freshmen in 
a leading university were far short of normal 
posture. One half of these men would not be fit 
subjects for the football team, and more than 
half would be undesirable candidates for the 
crew. Groups taken at random from profession- 
al, industrial or private life would doubtless have 


an equally poor showing.—Bulletin Connecticut 
State Dept. P. H. 


‘“‘DO WE ALL BELIEVE IN AUDITING?”’ 


A POST MORTEM is an audit of our work—the 
only audit we have on our own reasoning, diag- 
nosing and treating of patients. Any doctor 
who does not want an autopsy is thought of with 
a slight suspicion of, ‘‘Perhaps there is some- 
thing that would better be never known.’’ In 
the hospital world the number of autopsies is 
one criterion as to whether a hospital is good 
or bad. The best type of medical work is im- 
possible without autopsies. 

As to value: 

The greatest value is, without doubt, to the 
family of the deceased. Their minds are set 
at rest, in that no mistake has been made—that 
the proper treatment has been carried out—that 
diseases which might affect other members of 
the family are not present. Also in case of in- 
surance, the compensation will be paid much 
— readily if a post mortem report is avail- 
able. 

To the community. Post mortems assure 
o enema more careful attention in case 

sickness and are a protection against dis- 
honest doctors and malpractice. 


To the doctors. Post mortems are all-im- 
portant to doctors. It is their only criterion as 
to whether their course of ing, diagnosis 
and treatment was correct. It is an audit of 
work performed. Imagine a business com- 
pany whose books are never audited. When 
the public demands an autopsy on every case we 
will have reached the highest possible standard 
of safety in medicine. 

For the sake of truth. To look at a lung 
riddled with tuberculosis—to see large infected 
masses attached to a heart valve—to view a 
brain covered by a thick green film of pus are 
excellent antidotes to fallacies about displaced 
vertebrae, pinched nerves, twisted spines, etc., 
ete. When small amounts of fluid from these 
diseased organs are injected into animals and 
in the course of a week or two the same process 
arises in the animal it might even help to re- 
fute the idea that ‘‘there ain’t no disease’’!— 
Queen’s Hospital Bulletin. 


THE MORTALITY RATE FOR THE WEEK 
OF APRIL 3 


TELEGRAPHIC returns from 68 cities with a 
total population of twenty-nine million for the 
week ending April 3, indicate a mortality rate 
of 17.7 as against 14.7 for the corresponding 
week of last year. The highest rate (30.4) ap- 
pears for Providence, R. I., and the lowest (7.5) 
for Tacoma, Wash. The highest infant mortal- 
ity rate (231) appears for Albany, N. Y., and 
the lowest for Somerville, Mass., and Tacoma, 
Wash., which reported no infant mortality. 

The annual rate for 68 cities is 16.2 for the 
fourteen weeks of 1926, against a rate of 14.5 
for the corresponding weeks of 1925. 

Influenza and pneumonia are responsible for 


the higher death rates.—Bulletin Department 
of Commerce. 


DANGERS OF THE COMMON DRINKING 
CUP 


Unitep States Pustic Bureau 
Common Guass A Germ EXcHANGE 


Now that the warm months are upon us, 
when bodily and solar heat produce within us 
an exceptional craving for water and other 
drinks, it is well to recall the fact that there 
may be danger in satisfying this healthy thirst, 
unless care is exercised in doing so. 

It is probably no exaggeration to say that 
every day there are in the United States, on an 
average, a million persons who suffer, or are 
recovering from some communicable disease of 
some kind. Among the most prevalent and the 
most damaging of these ailments are the so- 
called ‘‘respiratory diseases’? and also we 
should place here the ordinary contagious dis- 
eases, practically all of which are conveyed by 
the secretions of the nose and mouth, and con- 
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seq) ntly by the common drinking eup. In- 
in these groups (respiratory and contag- 
jon diseases) are tuberculosis, pneumonia, in- 
finenza, diphtheria, scarlet fever, measles, 
who ping eough, cerebro-spinal meningitis, pol- 
jomyelitis (better known as infantile paralysis), 
smallpox, chickenpox, mumps, German measles, 
seniie sore throat, and last but not least, the 
eommon cold. Some of these diseases may be 
conveyed in some other way, but certainly all 
of them may be conveyed by the secretions 
which eseape from the body through the nose or 
mouth. They may be spread through articles 
that are earried to the mouth, such as glasses, 
cups. spoons, towels, handkerchiefs, and pen- 
cils, if such articles are used in common with 
other persons. 

If one drinks from a glass that reaches him 
unsterilized from the previous use by a person 
whose mouth or lips contain the germs of any 
of these diseases he exposes himself to the dan- 
der of contracting them. This danger has long 
been recognized by the sanitarians of the coun- 
try, and it was mainly through their insistence 
that the ‘first effort was made to combat the con- 
tinual danger from this source of infection. 
Kansas was the earliest of the States to enact 
a law against the common cup and the common 
towel and similar measures have since been 
placed on the statute books of forty-five other 
States. 

In order to minimize the dangers of these 
diseases, and to prevent their being carried 
from one State to another, the Secretary of the 
Treasury, on recommendation of the Public 
Health Service in the year 1921, forbade the 
use of common drinking cups on trains, steam- 
ers, and other public carriers engaged in inter- 
state commerce. The majority of the States 
themselves have also enacted sanitary measures 
forbidding the use of the common drinking cup. 
In addition, many cities and towns have sup- 
plemented State laws and regulations with local 
ordinanees which forbid the use of unsterilized 
drinking vessels at soda fountains, in hotels, 
restaurants, theatres, and other public places. 

insofar as legislative action can protect— 
«the exeeption of two States—the public 

oteeted against the common drinking cup. 
lic. ver, and this is the most difficult factor 
pubcc health authorities have had to face, the 
people of the community for whom these safe- 
guards have been devised, ofttimes fail to sup- 
pt the laws by failing to comply with them in- 
«dually and by failing to insist on their en- 

-'en and women thoughtlessly expose them- 
“eS to infeetion by these diseases, and what 
-’ worse, they permit their children to suffer a 

risk, by drinking at soda fountains where 
') Can even see that the glasses are not ster- 

«~1 between users. In such a carelessly oper- 
l soda fountain there may be—in fact, there 


actually exists—a veritable ‘‘germ exchange. 
One wayside cart serving children from infected 
glasses is a very potential danger to any com- 
munity. Children ladling out lemonade im 
glasses that are contaminated with the diseases 
of others are in like manner a menace to those 
who are served. One ailing employee may 
cripple a large office force if a common drink- 
ing glass is in use. 

A person suffering from any one of the dis- 
eases named, carries in his saliva the infecting 
agent of that disease, and unless the vessel from 
which he drinks is sterilized or destroyed, the 
next user takes a chance of becoming infected. 


RECENT DEATHS 


DISCOVERER OF INTARVIN 


KAHN—Dr. Max D. Kann, discoverer of the dia- 
betes remedy known as Intarvin, is dead in New York 
_ an attack of heart disease. He was 39 years 
old. 

Intarvin, developed by him in the laboratories of 
Beth Israel Hospital and Columbia University, is 
often used in diabetic cases in place of insulin. It 
has been accepted by the American Medical Associa- 
tion and is in general use by physicians. 

Dr. Kahn was born in Russia in 1887. He received 
the degree of Doctor of Medicine from Cornell Uni- 
versity Medical College in 1910. Later he took post- 
graduate work at Columbia, receiving the degree of 
Doctor of Philosophy in 1912. 

Besides holding a position in Beth Israel Hospital, 
he was associate professor of biological chemistry at 
Columbia and chief of the metabolic department of 
the United Israel-Zion Hospital in Brooklyn.—Tran- 
script, April 10. 


Nore:—A. M. A. Directory, 1925, has Max Kahn, 
born 1887, a graduate of Cornell University Medical 
College in 1910. 


LEONARD—Dnr. Zenas Lockwoop LEONARD, a Fel- 
low of the Massachusetts Medical Society, died at his 
home in Pittsfield, April 4, 1926, aged 68. 

He was born in Sturbridge, was in the class of 1880 
at Brown University, went to New York and received 
the degree of M.D. from the University of the City 
of New York in 1880. In 1900 Brown gave him an 
A.B. by special vote. Dr. Leonard was visiting physi- 
cian at the Harlem Dispensary, 1880-1883, curator of 
Randall’s Island Hospitals, then assistant surgeon 
to the New York Eye and Ear Infirmary after 1891 
and laryngologist to St. Bartholomew’s Clinic, 1903, 
until he moved to Pittsfield in 1915. 

He was a Mason and a member of the Theta Delta 
Chi fraternity. 


SHAW—Dnkr. FrepertcK Kine SHaAw, a Fellow of the 
Massachusetts Medical Society, died at his home in 
Concord, April 5, 1926, at the age of 55, following 
an illness of six weeks. 

He was born in Charlestown on October 11, 1870, 
son of Edgar Franklin and Elizabeth Tappan Shaw, 
and was descended from Revolutionary ancestry on 
both sides of the family. He studied for his profes- 
sion at the Harvard Medical School, and after being 


graduated in 1902 went to New York and gained 
much valuable hospital experience. Prior to going 
to Concord he practiced in Brookline and Somerville. 
He was chairman of the Board of Health of Concord, 
vice-president of the Emerson Hospital medical staff. 

examiner for several insurance com- 


and was medical 
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panies in Concord. During the war he was a captain 
in the Medical Corps. 

In 1902 he married Lillian G. Brown of Charles- 
town, who survives, together with two sons, Roger 
Shaw and Frederick K. Shaw, Jr., and a daughter, 
Carolyn Shaw, all of Concord. 


WILLIAMS—Dr. Harotp WititaMs, formerly dean 
of Tufts College Medical School, died of heart disease 
at St. Augustine, PMla., April 3, 1926, at the age of 72. 


ROBBINS—Dr. CHANDLER Ropstins, a Fellow of the 
Massachusetts Medical Society, a member of the Suf- 
folk District, died at his home in Weston, April 6, 
1926, aged 47. 


CORRESPONDENCE 


SOME PERPLEXITIES IN THE RELATION OF 
MEMBERS WITH DISTRICT MEDICAL SOCI- 
ETIES 


Editor, Boston Medical and Surgical Journal: 


In regard to your editorial of April the first anent 
the Massachusetts Medical Society, a few words may 
not be amiss. Many of us no doubt are the victims 
of an inferiority complex: with some this is congeni- 
tal while with others it has been foisted upon them 
by the holders of the superiority complex. For a 
specific example let us take the city of my residence 
as a constituent of the district society. In this city, 
the members of the district society are numbered 
about equally between those on and those not on the 
-hospital staff. Still to the best of my knowledge, in 
the last ten years, there have been only two officers 
of the district society who have not been members 
of the hospital staff; in the meantime the members 
of the hospital staff keep rotating from one office in 
the district society to another. Granting the superi- 
ority, both medical and political, of the physicians 
on the hospital staff, don’t you think that the out- 
casts might become better members of the society 
and might possibly lose their inferiority complex, 
if they were given an even break in the distribution 
of the society’s offices? Moreover, it is obvious to 
those on the outside that there is some more subtle 
way of attaining these offices than by working up to 
them. 

Very truly yours, 


A or tire Sociwry. 


Nore:—The writer gives his name but feels that 
better results may follow if it is withheld. 


The situation as explained in the above communi- 
cation is not a new interpretation of conditions which 
have sometimes existed. We knew of a similar feel- 
ing in another district. Those who felt that they had 
not been fairly represented in the affairs of that 
Society made their feelings known and in this par- 
ticular case changes followed which were satisfactory 
to all. 


We would suggest that a conference with the Com- 
mittee on Nominations might be the first step and 
then if that is not productive of better results those 
who feel slighted should get together and discuss the 
matter with the officers. Many troubles fade away 
in conference. 


The most effective procedure would be for those 


who have been slighted to prepare papers for dis- 
cussion or enter into the different phases of scientific 
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work brought before the meetings. If one has no 
cultivated the art of speaking in public, question: 
may be submitted to a reader which will enable hii 
to clarify his statements. Speakers are complimente: 
when the audience demonstrates interest. The cuy)ti- 
vation of the art of asking questions intelligently 
will promote confidence. Another very effective way 
of securing recognition is to offer to co-operate wit} 
officers of a society. There are always opportuniti: . 
to do some work in public health activities. Ther» 
have been occasions when recruits in campaigns 
the education of the laity have been very much nei. 
ed. The officers of the State Society have begged {.; 
assistance and since no person is without some inf) 
ence, there are opportunities for assisting the office;« 
It should be kept in mind that high-grade profes- 
sional work is the surest stepping-stone to recogni- 
tion and if one has not the confidence which is based 
on thorough preparation and experience, he shoul: 
take up post-graduate study. The person who is 
known to be honest and ambitious will usually be 
given opportunities in society work. It must be kept 
in mind that standards of excellence vary to a con- 
siderable degree. In one community a doctor must 
be much better equipped than might be required in 
another in order to impress his fellows. In a few 
words, ambition to be useful rather than to secure 
recognition will bring prominence sooner than when 
one is centered on advancement not based on merit. 
The theory of public service is that the job should 
seek the man, but this condition does not often exist. | 
It is ideal and should be more generally adopted. 
. We hope that the entrenched combination and ‘ie 
members on the outer fringe may be led to work 
together in all districts of the Massachusetts Medica! 
Society. 


AMERICAN MEDICAL ASSOCIATION 
Bureau or LeGAL MEDICINE AND LEGISLATION 


March 24, 1926. 


Dr. W. L. Burrage, Sec., 
Massachusetts Medical Society, 
182 Walnut Street, Brookline 46, Mass. 


Dear Doctor Burrage: 


In 1923, the House of Delegates urged legislation 
to safeguard the distribution of lye and other caustic 
poisons in packages for household use. A Dill has 
been introduced in Congress to accomplish that end 
in so far as the Federal Government can; that is, 
in interstate and foreign commerce and in jurisdic- 
tions under exclusively federal control. Copies of the 
bill as introduced are enclosed. 

In the Senate this bill, S. 2320, has been favorab!) 
reported and is now on the calendar. It is in su) 
stance the same as the bill as introduced with the 
approval of the Association. 

Please have your State association and county soc!- 
eties, and individual members, telegraph and write 
to their Senators, urging the prompt enactment of 
this legislation. In doing so it will be well to poin: 
out that it is being urged on behalf of the entire 
people, that so far as is known it is not opposed b) 
the industries affected, and that the American Medi. 
cal Association has no selfish end in view. 

At present no action should be taken with respec 
to the bill in the House of Representatives. After 
the House committee has made its report we cal 
determine what to do. 


Yours truly, 
Wm. C. Woopwarp, Executive Secretary, 
Bureau of Legal Medicine and Legislation. 


- 
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cin ULAR ON PNEUMONIA DISTRIBUTED BY 
THE BOSTON HEALTH DEPARTMENT 


City of Boston 
Health Department 


April 3, 1926. 
Leotor, Boston Medical and Surgical Journal: 

As a matter of possible interest to you and the 
Jov-axat I am enclosing, herewith, a circular—Pneu- 
Cause and Prevention—recently prepared 
by the Boston Health Department in connection with 
iis efforts as public education on the subject. 

These circulars are being distributed through 
Health Department and the Instructive District Nurs- 
ing Association agencies. The Health Department 
would be glad to mail copies to any other health or- 
ganization or to any Fellow of the Massachusetts 
Medical Society on application. 

Very truly yours, 
F. X. MAnoney, Health Commissioner. 


Nore:—This circular gives a valuable resume of 
the tacts relating to pneumonia. It gives a dsecrip- 
tion of the disease, the causes, measures relating to 
prevention, modern ideas about treatment and general 
advice relating to the problems involved. Physicians 
will find this circular of great value in disseminating 
information which’ the laity should have. Careful 
reading of the pamphlet will undoubtedly promote 
the saving of hives and the prevention of i!lness. 


MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


Diseases Reporrep ror THE Week ENpING 
AprIL 3, 1926 


Ant erior poliomyeli- Ophthalmia neonato- 


tis 2 rum 49 
Chickenpox 87 Scarlet fever 259 
Diphtheria 52 Septic sore throat 3 
Dog-bite Suppurative conjunc- 
Encephalitis lethar- tivitis 5 

gica Syphilis 32 
Iepidemie cerebrospi- Tuberculosis, pulmo- 

nal meningitis 7 nary 
German measles 235 Tuberculosis, other 
Gonorrhea 108 forms 18 
influenza 350 Tuberculosis, hilum 38 
Lobar pneumonia 316 Typhoid 2 
Measles 940 Whooping cough 344 
Mumps 120 


‘ONNECTICUT DEPARTMENT OF HEALTH 


Moruipiry Report ror THE WEEK ENDING 
Aprit 3, 1926 


Diphtheria 14 Conjunctivitis, infec- 
Last week tious 
Diphtheria bacilli Encephalitis, epidemic 1 
carriers 3 German measles 12 
Looping cough 53 Influenza 133 
_ Last week 147 Mumps 6 
'\phoid fever Pneumonia, lobar 118 
Last week 1 Tetanus 1 
arlet fever 99 Trichinosis 
Last week 95 Tuberculosis, pulmo- 
ea sles 502 nary 
Last week 811 Tuberculosis, other 
“ronchopneumonia 79 forms 3 
‘ebrospinal menin- Gonorrhea 21 
__Sitis 3 Syphilis 17 
Chickenpox 30 


NEWS ITEM 


ACTIONS TAKEN BY THE MASSACHUSETTS 
BOARD OF REGISTRATION IN MEDICINE AT A 
MEETING HELD APRIL 8, 1926—The registration 
of Dr. George H. Davis of Springfield was reinstated. 
The registration of Dr. Horace H. Choate of Worces- 
ter was suspended for three months for violation of 
the Prohibition Act. 


NOTICES 


BOYLSTON PRIZE COMMITTEE OF THE 
HARVARD MEDICAL SCHOOL 


Tue Boylston Prize Committee of the Har- 
vard Medical School has voted that none of the 
essays submitted are worthy of the prize. 
Essayists may have the return of their essays 
on requests by notifying the Secretary, Dr. 
Hlenry A. Christian, Peter Bent Brigham Hos- 
pital, Boston, of the legend on the essay and 
the address to which it is desired that the essay 
be sent. 


COURSE ON TREATMENT ON PULMO- 
NARY TUBERCULOSIS AND DISEASES 
OF THE RESPIRATORY ORGANS 


Tue Faeulty of Medicine of Strassburg Anti- 
Tuberculosis Association announces a course of 
treatment on pulmonary tuberculosis and dis- 
eases of the respiratory organs. This course is 
organized by Prof. G. Canuyt and E. Vaucher, 
in Charge of the Course, both of the Faculty 
of Medicine of Strassburg. Associated with 
them are Mm. Cade, Professor at the Faculty of 
Medicine of Lyons; Pasteur Vallery-Radot, and 
Weill-Halle of Paris; Leon Blum, Leriche, 
Merklen, Rohmer, Boez, Gery and Gunsett, Pro- 
fessors at the Faculty of Medicine of Strass- 
burg; Belin, Director of the Municipal Office of 
Ilygiene and the Dispensary of Strassburg; 
rion, Chief of the Medical Department of the 
St. Francis Hospital; Fath, Medical Chief of 
the Sanatorium at Altenberg, Woringer, Chief 
of the Laboratory at the Faculty of Medicine at 
Strassburg; Ohlmann and Schaaf, Chiefs of 
Laboratories of Radiology; and Froelich, Kauf- 
mann and Zillhardt, formerly Clinieal Chiefs 


jJand assistants at the University Clinies of 


Strassburg. 

The course will be given in October, 1926. 
For particulars apply to G. Weiss of the Facul- 
ty of Medicine, Strassburg. 


THE NORFOLK DISTRICT MEDICAL 
SOCIETY 


Ir has come to the attention of the Secretary 
of the Norfolk District that the names of some 
of its members who regularly pay their dues to. 
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the District Treasurer are not on the Secre- 
tary’s mailing list. 

If Fellows who do not receive notices of 
meetings will communicate this fact to the See- 
retary the matter will be given immediate at- 
tention. 

S. CruicksHank, M.D., Sec., 
23 Bay State Road. 


UNITED STATES CIVIL SERVICE EXAMINATION 
TRAINED NuRSE (PSYCHIATRIC) 

Receipt of applications for trained nurse (psychi- 
atric) will close May 15. The date for assembling of 
competitors will be stated on the admission cards 
sent applicants after the close of receipt of applica- 
tions. 

The examination is to fill vacancies in the Panama 

Service 


Full information and application blanks may be 
obtained from the United States Civil Service Com- 
mission, Washington, D. C., or the secretary of the 
Board of United States Civil Service Examiners at 
the postoffice or custom house in any city. 


NOTICE OF EXAMINATION FOR ENTRANCE 
INTO THE REGULAR CORPS OF THE UNITED 
STATES PUBLIC HEALTH SERVICE 


Announcement has been made by Surgeon-General 
Cumming that on May 3, 1926, the United States Pub- 
lic Health Service will conduct examinations of can- 
didates for entrance into the Regular Corps of the 
United States Public Health Service. These examina- 
tions will be held at Washington, D. C., Chicago, IIL, 
New Orleans, La., and San Francisco, Calif. 

Applicants must pass satisfactorily oral, written 
and clinical tests before a board of medical officers 
and must be examined physically. They must have 

graduated in medicine from some reputable 
medical college, have had one year’s hospital experi- 
ence or two years’ professional practice, and must be 
not less than 23 nor more than 32 years of age. 

Candidates who successfully pass the requirements 
will be recommended for appointment by the Presi- 
dent, with the advice and consent of the Senate, in 
the Regular Corps of the Public Health Service. 

Requests for information or permission to take 
this examination should be addressed to the Surgeon- 
General, United States Public Health Service, Wash- 
ington, D. C. 


REPORTS AND NOTICES OF 
MEETINGS 

MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 


THE annual meeting will be held Wednesday, 
April 21, at 11:30 A. M., at the Colonial Club, 
20 Quincy Street, Cambridge. 

The annual paper entitled, ‘‘Contacts Be- 
tween The Medical Examiner and the Physic- 
ian,’’ will be read by Dr. David C. Dow of Cam- 
bridge. 

Dinner will be served at 1 P. M. 

STEPHEN Secretary. 


THE BOSTON DISPENSARY 
25 BENNET STREET 


At a meeting of the Clinical Staff of the Bos- 
ton Dispensary, to be held Friday, April 23rd, 


1926, at 1:00 P. M., Dr. George H. Bigelow. 
Commissioner of Public Health, State House, 
Boston, Mass., will speak on the subject: 
‘*Health Examinations.’’ 
Physicians and others interested are invited 
at one o’clock. 
BENJAMIN E. Woop, M.D., Secretary. 


THE AMERICAN GASTRO-ENTEROLOGI-. 
CAL ASSOCIATION 


TWENTY-NINTH annual meeting will be held at 
Atlantic City, New Jersey, Monday and Tues- 
day, May 3 and May 4, 1926. 

Headquarters and all sessions at Hotel Tray- 
more. 

The Medical Profession is cordially invited. 

Programs and other information may be se- 
cured by applying to Dr. John Bryant, 338 
Marlborough St., Boston. 


NORFOLK DISTRICT MEDICAL SOCIETY 


Tue Board of Censors of the Norfolk District 
Medical Society will hold a meeting for the ex- 
amination of applicants for membership in the 
Massachusetts Medical Society at Roxbury Ma- 
sonic Temple, 171 Warren St., on Thursday, 
May 6, at 4 P. M. 

N. B.—Candidates must present their diplo- 
mas for examination by the Censors. 

FRANK 8. CruicKksHANK, Secretary. 


SOCIETY FOR EXPERIMENTAL 
BIOLOGY AND MEDICINE 


THE first meeting of the Society for Experi- 
mental Biology and Medicine, Massachusetts 
Branch, was held on Tuesday, April 13, 1926, 
at 4:30 P. M., in the amphitheatre of Building 
C, Harvard Medical School. 


PROGRAM 


The Action of Certain Compounds on the 
Autonomic Nervous System, Reid Hunt (12 
minutes). 

The Effect of Loss of Skin and of Muscle on 
the Development of Spinal Ganglia, Samuel K. 
Detwiler (20 minutes). 

The Velocity of Venous Blood to the Right 
Heart in Human Beings, Herman Blumgart, 
(introduced by Francis W. Peabody,) and 
Soma Weiss (10 minutes). 

Changes in the Blood During Exercise, Law- 
rence J. Henderson, Arlie V. Bock, David B. 
Dill, Louis M. Hurxthal and John S. Lawrence 
(15 minutes). 


The following committee has been appointed 
to consider policy: Walter B. Cannon, James L. 
Gamble, George H. Parker, Frederick H. Pratt, 
Hans Zinsser. 


Titles of papers to be read before the society 
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«old be forwarded to a member of this com- 
1 .e, or to the chairman or secretary of the 
. oty. Abstracts of contributions that are to 
vublished must be in the hands of the secre- 
ss on the day of the meeting. 
Epwin J. Coun, Chairman 
Percy G. Stites, Secretary 


TRUDEAU SOCIETY 


Tne next meeting of The Trudeau Society of 
Boston will be held on May 11, 1926, at 8:15 
p m., in Sprague Hall, The Medical Library, 8 
The Fenway, Boston, Mass. 

The paper will be by Dr. Edward O. Otis. 
Subjeet—Symptomatie Treatment of Tubercu- 
losis. 

An active discussion is promised. 

Physicians, Medical Students and Nurses are 
cordially invited. 

Georce S. Hix, Secretary. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


CENSORS’ MEETING 


Tue censors of the Suffolk District Medical 
Society will meet for the examination of candi- 
dates at the Medical Library, No. 8 The Fen- 
way, Thursday, May 6, 1926, at 4:00 o’clock. 

Candidates should make personal application 
to the secretary and present their medical di- 
ploma at least one week before the examination. 

Artuur Secretary. 
520 Commonwealth Avenue, Boston. 


FRACTURE CLINICS AT THE MASSA- 
CHUSETTS GENERAL AND BOSTON 
CITY HOSPITALS 


A MEETING was held on April 2 by the Frac- 
ture Service of the Massachusetts General Hos- 
pital, and April 3rd at the Boston City Hos- 
pital. To this meeting were invited a number 
of men from New York and several men from 
’\tsburgh. An entire day was spent in going 

‘y the eases of fracture treated at the Mass- 

setts General Hospital in the last three 
yeo's. Luneheon was served at the Hospital, 
and dinner was provided at the Harvard Club. 
“he next morning, the program was held at the 
} oston City Hospital, Dr. Fred Cotton and as- 
- late showing the end results of their fracture 
itment. 


FP of the guests who attended are ap- 
nae 
Jr. John J. Morehead, New York; Dr. Ran- 
in Hoober; Dr. James Hitzrot; Dr. Roderick 
FACE 5 Dr. 8. G. Haggard; Dr. David Bull; 
Robert Wagner of Pittsburgh ; Dr. Berg, 
Pittsburgh Dr. Langdon Thaxter, Portland, 
‘\c.; Dr. Meehan, Brisbane, Australia. 


SOCIETY MEETINGS 
District Mepicat Societies 


Bristol South District Medical Society 
oT. 4 6, 1926—Annual meeting at New Bedford Public Library, 


Essex South District Medical Society 


» May 11—The Tavern, Gloucester. Annual meeting. 
Speaker to be announced. 
Essex North District Medical Seincite 


May 12, on annual meeting at the Anna —— Hos- 
pital, Newburypo 


East District Society 
May—Annual meeting, Colonial Inn, North Reading. Subject 
and speaker to be announced. 
Suffolk District Medical Society 
April 28—At 8:15 P. M. Annual meeting. Election of offi- 
cers. “Some Diagnostic, Prognostic Aspects 
of Disorders of the Blood,” Drs. George R. Minot, Cyrus C. 
Sturgis and Raphael Isaacs. 
Notices of meetings must reach the JourNaL office on the 
Friday preceding the date of issue in which they are to appear. 


BOCK REVIEWS 


Studies From the Rockefeller Institute For 
Medical Research. Reprints—Vol LV, 1926. 


This volume contains coilected reprints rep- 
resenting a large amount of important work 
performed in the Rockefeller Institute or in its 
Hospital. Pathology and bacteriology, biophys- 
ics, chemistry, experimental surgery, physiolo- 
gy, immunology and therapeutics are dealt 
with. Most of the papers are contributions to 
medical science having little immediate prac- 
tical value for the practitioner but the work of 
Cohn and Levine on the beneficial effects of 
barium chloride on Adams-Stokes disease should 
be read by practitioners. This paper first ap- 
peared in the Archives of Internal Medicine for 
July, 1925. 


Scoliosis, Rotary Lateral Curvature of the 
Spine. By Samvet Kterserc, M.D., 
F.A.C.S., Paul B. Hoeber, Inc., New York, 
1926. Dedicated to Dr. Royal Whitman. 
Kleinberg’s volume of 300 pages on Scoliosis, 

or Rotary Lateral Curvature of the Spine, em- 

phasizes the importance of this common and 
often baffling deformity. Neither its etiology, 
its mechanics, nor its cure are fully under- 
stood and the author quite honestly admits that 
in many fixed structural cases all we can hope to 
do is to somewhat improve the cosmetic ap- 
pearance of the patient and hold the deformity 
from progressing farther. In his Section on 
Anatomy and Physiology he accepts the teach- 
ing of Lovett. The total functional curves are 
comparatively easy to handle, can be complete- 
ly eured, and in the author’ S$ opinion rarely 
change into the deforming, fixed structural 
types, certainly not if appropriate exercise and 
postural treatment is administered early. He 
recognizes the existence of some condition other 
than mere faulty body statics as the undiscov- 


ered important etiological factor and suggests 
that possibly a condition which has been des- 
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eribed by Buchman, called Vertebral Epiphysi- 
tis, may be found to be more commonly aSso- 
ciated with the severe types. The more im- 
portant systems of gymnastic exercise are given 
in detail, illustrated by photographs and line 
drawings, and the advantages and limitations 
of their use are well evaluated. In the light of 
comparatively early results, Kleinberg consid- 
ers that an intensive period of correction in re- 
cumbeney, followed by ankylosing operations 
on the spine will be found to most perfectly con- 
trol the diesase and afford the greatest amount 
of improvement. 


Physical Chemistry in Biology and Medicine. 
By J. F. McCienpon, Ph.D., Prof. of Physio- 
logical Chemistry at the University of Minne- 
sota Medical School, and Grace MeEpEs, 
Ph.D., Assistant Prof. of Physiologie Chem- 
istry at the University of Minnesota Medical 
School. 425 pp. illustrated. W. B. Saunders 
Company, Philadelphia and London, 1925. 
This book of 425 pages gives a ‘‘soupcon’’ of 

biochemical physies. It is too short for those 

who really want to know about things, and 
somewhat too advanced for one who knows 
nothing. Thus, it discusses methods and defin- 
itions without explanations which will adequate- 
ly allow the reader to utilize this knowledge. 
For instance where determination of the pH of 
the blood is deseribed, several methods are giv- 
en in some detail, but no accurate determina- 
tion could possibly be obtained by merely fol- 
lowing the directions. It would be better if 
merely a very short description were given and 
the reader then referred to the proper source. 
The book, therefore, while attacking a most im- 
portant subject seems to fall between two 
planes. This is but a minor criticism of a book 
which is badly needed,—for physicians have 
long wanted a book which deals with this sub- 
ject. As the book now stands it will be of great 

value for advanced students and will act as a 

stimulant to read the long and valuable biblio- 

graphies at the end of each chapter, and so will 
fill a much needed place. 


Mental Invalids. By C. C. Easrervroox, M. D. 
Oliver & Boyd, Edinburgh, 1925. Price 5/- 
net. 


Dr. Easterbrook, who is superintendent at 
the hospital for mental disease, Dumfries, Scot- 
land, has given us, in the form of the Morison 
Lectures delivered before the Royal College of 
Physicians of Edinburgh in June 1925, his view 
on some practical psychiatrical problems. He 
is well qualified, by over thirty years of study 
and practice, to do so. His first lecture is a 
general survey of the biopsychie aspect of the 
problem. His philosophy is good; his physiol. 
ogy, especially his estimation of the later work, 
such as that of Hunter and Royle, is poor ow- 


ing to a lack of critical evaluation of laboratory 
experimentation. Lecture II deals with the 
method of clinical examination used at his hos. 
pital, which seems entirely adequate, and re- 
marks on the causation of mental disease. He 
lays emphasis on a ‘‘nervous constitution’’ as 
the predisposing factor and ‘‘stress’’ as the ex. 
citing factor in mental illness. He puts in 4 
strong plea for us to return to a simpler life. 
especially the Nordic, who ‘‘is living beyon:| 
the capacity of his nervous system.’’ Lecture 
III covers the question of the nosology and 
treatment of mental disease. He stresses early 
treatment, psychiatric clinies in genera! hospi- 
tals, voluntary admission and types of therapy 
with which we are entirely familiar in this 
country. 

The book contains nothing ‘‘new.’’ It is, 
however, a splendid summary of a man’s per- 
sonal convictions about one of our most press- 
ing modern medical problems. Such expres- 
sions of opinion are very welcome, doubly so 
when they come to us in such attractive form 
as Dr. Easterbrook’s lectures. The book ean be 
highly recommended. Attention is particular- 
ly directed to the chapter on causation and pre- 
vention of mental disease. 


Tumors of the Colon and Rectum, Their Path- 
ology, Diagnosis and Treatment. By Jerome 
M. Lyncnu, M.D., Surgieal Director, St. Bar- 
tholomew’s Hospital, N. Y., and Josern Fert- 
SEN, M.D., Attending Pathologist, St. Bar- 
tholomew’s Hospital, N. Y. Paul B. Hoeber, 
Ine., New York, 1925. 


A book of 242 pages exclusive of index and 
bibliography. It is well arranged; the embry- 
ology of the colon and rectum, then the anatomy 
and physiology, and finally the pathology being 
taken up before going on to the elinieal aspects. 
The former sections make up a little more than 
one third of the book. Interspersed throughout 
are numerous short case histories with a large 
number of illustrations, many of them actua! 
photographs, many of them drawings. 

A great deal of effort has been made to give 
a complete and concise resumé of the didactic 
aspects of the large intestine with its tumors. 
The result has been very gratifying, althoug!) 
one who is reading the text is at times rather 
annoyed by the case histories, which interfere 
somewhat with the continuity of the text. 

The operation of choice is apparently a pos- 
terior resection of the rectum with or withou' 
a preliminary colostomy and with preservation 
of the anal sphincter. A combined abdomino- 


peroneal operation as well as the removal ot 
the growth through an abdominal incision wit! 
permanent colostomy are also described. 

Radium, and other non-surgical methods, pa!- 
liative treatment, and the post-operative results 
of several writers are discussed 


— 


